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NATIONAL WORKSHOP ON 


PSYCHO-SOCIAL CONSEQUENCES OF DISASTERS 
December 4-6, 1997 - NIMHANS, 


Bangalore 
BACKGROUND TO THE WORKSHOP 


A series of case studies on Psycho-social Consequences of disaster 
in different disaster situations in India are being developed by mental 
health professionals and institutions with support from Oxfam. The 
findings and analysis will enable us develop an intervention strategy to 
respond to Psycho-social needs in disaster situations. These case studies 
will also serve as background training materials. National Centre for 
Disaster Management (NCDM), Indian Institute of Public Administration, 
New Delhi, and National Institute of Mental Health and Neuro Sciences 
(NIMHANS), Bangalore are actively involved in developing these case 
studies and training materials. 

Oxfam is organising a national workshop to share findings of the 
case studies and preliminary work on the training programm completed. 


It is organised jointly by NIMHANS, NCDM, SUPPORT and OXFAM. 


NATIONAL WORKSHOP ON 
PSYCHO-SOCIAL CONSEQUENCES OF DISASTERS 
December 4-6, 1997 - NIMHANS, 
Bangalore 


OBJECTIVES 


* To share the findings of the case studies of 
varied disasters; 


* To develop framework for a training 
programme on psycho-social issues in 
disaster situations (in consultation with 
groups/organisations involved in 
disaster preparedness and response 
activities); 


-* To finalise methodology of implementing 


the training programmes and intervention 
strategies. 


DEFINITION OF 
~ DISASTER 


A disaster is a severe 
disruption, ecological 
and psychosocial, which 
greatly exceeds the 
coping capacity of the 


affected community. 


ee 1992 
Psychosocial Consequences of Disasters 


DIMENSIONS OF MENTAL HEALTH 


The field of Mental Health 
includes THREE SETS of objectives. 


One of these has to do with mentally ill persons. 


For them the objective is the RESTORATION OF 
HEALTH. 


A second has to do with those people who are 
mentally healthy but who may become ill if they 
are not protected from conditions that are 
conducive to mental illness, which however are 
not the same for every individual. The objective 
for those persons is PREVENTION. 


The third objective has to do with the upgrading 
of mental health of normal persons, quite apart 
from any question of disease or infirmity. This is 
POSITIVE MENTAL HEALTH. It consists in the 
protection and development at all levels, of 
human society of secure, affectionate and 
satisfying human relationships and in_ the 
reduction of hostile tensions in persons and 
groups. 


- M.V. Govindaswamy 
(1948) 


DISASTER IN THE NEWS 


- Bhopal- Bidwai P (1997) Bhopal’s Third tragedy, Times of 
tauae. Novy.7, 1997. 


- Lattur- Thorat P (1997) In Latur, tax is the new year. The 
Asian Age, 19th Oct.1997. 


- Unnikrishnan PV- International day for National Disaster 
reduction - India Update, International Press Service 
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| THE TIMES OF INDIA 


Bhopal’s Third Tragedy 


Cheating E 


HOPAL: A third tragedy is 
unfolding in Bhopal as the 
government wriggles out of its 
commitment to the victims of the 
world’s worst industrial disaster, 
whiie inflicting grave injustice on 
them. The first tragedy happened in 
December 1984, when Union 
Carbide’s plant spewed out 60,000 
kilos of poison, killing over 3,000 
people and severely injuring 
250,000. Bhopal’s second tragedy 
began in 1989 when the govern- 
ment of India, which had demand- 
ed $3 billion, settled the victims’ 
compensation for a paltry $370 mil- 
lion-or double Carbide’s insurance 
cover — letting it off the hook. 
The third oe ged involves organ- 
ised looting of the compensation 
due to the victims and denial of 
medical treatment. The biggest cul- 
prit here is the Centre which is sit- 
ting on Rs 1,000 crores left over 
after “compensating” the victims. 
The second biggest culprit is the 
state government, which runs a 
monumentally corrupt and callous 
relief operation. Number’ three is 
the elite of New Bhopal — unaf- 
fected by the gas — which has its 
eye on the Rs 1,000 crores. And 
next comes a rapacious network of 
doctors, chemists, quacks, claims 
commissioners, bureaucrats and 
usurers who are defrauding the vic- 
tims even of their paltry compensa- 
tion. The city reeks of ill-health, dis- 
ease and filth. If this sounds exces- 
sively harsh, consider the following. 


Serious Demage 


** The average compensation 
paid to 4.6 lakhs victims is less than 
Rs 25,000. This for a lifetime of suf- 
fering for at least one lakh serious- 
ly affected people. The government 
has even deducted the “interim 
relief’ advanced years ago (Rs 
7.200 to Rs 15,000) from this 
pathetic sum. Three-fifths of the 
rest goes towards repaying moncy- 
lenders. 

People continue to suffer from 
serious lung damage, corneal opac- 
ity, genetic damage, spontancous 
abortions, neurological and psycho- 
logical disorders. But for three 
months, Bhopal’s principal treat- 
ment centre, the 100-bed 
lawaharlal Nehru Hospital, has had 
virtually no medicines. ‘Two-thirds 
of its equipment is non-functional. 
The building of the Rs 8.5 crore, 
150-bed Indira Gandhi Hospital for 
Women and Children, completed 
almost three years ago, does not 
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By PRAFUL. BIDWAI 


bed hospital is being built ostensi- 
bly as a speciality centre for chil- 
dren, the worst — sufferers. 
Meanwhile, child victims are .treat- 
ed with the utmost disdain. 

** Over a third of all hospital 
prescriptions are __ irrational. 
Patients are administered mutually 
contra-indicated drug cocktails. 
There has been no attempt to 
establish a rational line of treat- 
ment. The government has deliy- 
ered the victims to quacks, cheats 
and charlatans. More than 250 
“nursing homes” -—- read, godowns 
and hovels —- have sprouted 
because public facilities stand with- 
drawn. Most quacks dispense corti- 
costeroids to illiterate victims. 
Steroid dependence is causing 
grave, irreversible damage to the 
victims’ fragile immune systems. 


No Scheme 


** The government is trying, to 
hand over its own facilities to a pri- 
vate trust funded by the sale of 
Carbide’s plant. The Trust is build- 
ing yet another hospital with 260 
beds, which is too far from the 
affected bustees to attract many 
patients. 

None of this has to do with lack 
of funds. The Madhya Pradesh gov- 
ernment has only used up a fraction 
of the Rs 319 crores of its Action 
Plan-II. The state of economic 
rehabilitation of the victims — 80 
per cent are daily-wagers or petty 
vendors — is appalling. Over 
50,000 people desperately need 
special employment schemes. But 
less than 100 have access to them. 
The 152 woiksheds meant to 
impart skills lie closed, as do gar- 
ment-stitching centres for women. 
The government has done little for 
destitute widows, orphans and dis- 
abled old people. There is no 
scheme for life-long pension even 
for the worst affected. Spending Rs 
70 crores has not produced envi- 
ronmental rehabilitation. Bhopal is 
more polluted, unclean and lacking 
in sanitation than 10 ycars ago. 

The method of fixing compensa- 
tion was arbitrary, relying on 
exhaustive medical documentation, 
which most victims don’t possess, 
and on subjective judgments of vic- 
lim-insensitive fresh graduates. 
Only six per cent, or under 3,000 
people, were compensated for 
“permanent disablement”, when 
their numbers, according to official 
studies, are 10 to 20 times higher, 
lronically, a higher proportion (up 


’ yose living in fat 


qual to “Compensation’ 


sure, were assessed as severely 
affected than people living close to 
the Carbide plant. The courts 
awarded the lowest compensation 
within the recommended range. 
Less than a hundred families of the 
5,400 compensated for death 
received over Rs one lakh (upper 
end of the range, Rs 4 lakhs). Only 


4,500 of the gravely injured 
received over Rs 25,000. 
The .government has even 


dropped a proposal to build a 
memorial — a world-class environ- 
mental safety museum and an 
archives on the disaster, commen. 
surate with its magnitude. There is 
an attempt to erase the horror of 
the disaster from public memory. 
What remains of the Bhopal litiga- 
tion — criminal cases against UCC, 
and Messrs’ Warren Anderson, 
Keshub Mahindra and Vijay 
Gokhale, etc. — is proof of this. The 
Supreme Court has, regrettably, 
downgraded the charge against 
them to causing death due to ncgli- 
gence -~ punishable with two 
years’ imprisonment for fine. 


Terrible Situation 


The Centre is obliged to rectify 
this terrible situation owing to the 
parens patriae commitment it made 
in 1985 when it: took away the vic- 
tims’ right to legal defence: it would 
look after them and deliver justice. 
To do this, it must study the victims’ 
own well-thought-out proposals. A 
key proposal is the establishment 
of a National Commission of 
Bhopal, a high-powered, 
autonomous body consisting of 
representatives of the government, 
medical specialists, victims’ organi- 
sations, trade unions, relicf agen 
cies, jurists and political parties. The 
Commission must have the power 
to summon and disseminate all 
information pertaining to the disas- 
ter and its effects: run medical faci 
itics; establish a rational linc of 
treatment; organise community 
based medical — rehabilitation; 
review and raise compensation 
awards; undertake full ceononic 
and social-psychological rehabilita 
tion; and coordinate all research 
The Parliamentary ( A R Antuly) 
Committee on 
Bhopal, after 
its recent visit, 
could do no 
better or 
nobler acl 
than to recom 
mend such a 
National 
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In Latur 
tax is the 
new fear 


By PRATAP THORAT 


atur: There is a grow- 

ing demand for a total 

Tax Holiday in the 
earthquake-hit areas of Latur 
and Osmanabad districts of 
central Maharashtra. More 
than the tremors, what the 
locals fear is the impending 
hike in the property tax, now 
that the houses have been 
totally reconstructed in 
cement. 

So what, if we have been 
given free houses, we cannot 
afford to pay a higher proper- 
ty tax, is the general feeling 
in these areas. The annual 
property tax on their old, 
sprawling houses built in 
stone and mud was around 
Rs 40 to Rs 50. Now, the 
new house is not even one- 
fifth of the size of the origi- 
nal house and the estimated 
property tax is of the order of 
Rs 1,200 to Rs 1,500 per 
year. 

The problem is the inveter- 
ate, long habit of not paying 
any taxes. A Congress func- 
tionary from village Kavthe 
in Osmanabad district, 
Vinayakrao~——- Patil said: 
“There is hardly anybody in 
this area who has ever paid 
that thing called property tax 
during the 50 years of inde- 
pendence.” 

Even the big farmers whose 
land-holding is of the order 
of several hundred acres are 
not used to paying taxes as 
they have only the agricul- 
tural income in this industri- 
ally backward region. There 
are many among medium 
farmers who spend daily Rs 
five or monthly Rs 150 on 
Gutkha, But they are not pre- 
pared to pay a monthly prop- 
erty tax of Rs 100. The gen- 
eral argument is: “We are 
both in the quake-zone and 
drought-zone. Unkind nature 
has minimised our agricul- 
tural income. The fortune we 
had built up over the decades 
was destroyed overnight by 
the quake. It will take at least 
25 years for us to come to the 
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pre-earthquake — economic 


| level.” They levied property 
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lax at the newly-built Hip- 
parga village and the vil- 
lagers returned to their tem- 
porary sheds. One villager 
said: “We know costlier the 
cloth, higher is the cost of 
washing and maintenance. 
The washerman is bound to 
tear away the clothes if soap 
is not given.” The controver- 
sial sarpanch of village Kil- 
lari, Dr Shankarrao Parsalge, 
raised a couple of more 
demands: “The government 
must give written certificates 
to us that each of these 
reconstructed houses are 
danger-free and worth living, 
if it expects us to occupy 
them. Also these houses 
must be insured and the first 
instalment of the insurance 
must be paid by the govern- 
ment.” 


he picture has totally 
changed after the quake, 
The old, dirty-looking, 
drowsy offices of the village 
panchayats have been shifted 
to bright, new bungalow- 
lype structures on sprawling, 
well-defined plots with a 
pole erected for flag-hoisting 
and a space for small garden, 

Steel cupboards and 
moulded furniture too are 
brand new. All that has given 
a face-lift to the panchayat 
office. Not just the structural 
changes, but a change in the 
mentality ‘alone can push 
them to development. 

The sad part of the story is 
that you cannot force the 
people to raise the standard 
of living. With the fanaticism 
of an optimist one will have 
to wait for that moment of 
their blooming. The old vil- 
lage of Sastur was situated 
on 45 acres, the new one is 
on 240 acres. 

The old village had to look 
after only four km of road, 
the new one will have to 
maintain the better-built 29 
km of roads. Even a small 
village like Jewali will have 
to maintain 30 km roads, 

The village panchayat elec- 
tions are scheduled for Octo- 
ber 25 and the village chief- 
tains are fixed between the 
populist demand of property 
{ax exemption and the chal- 


lenge of running the show of 
the upgraded, modern vil- 
lage. 
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International Day for Natural Disaster Reduction -India update 
by Dr Unnikrishnan P. V. 
NEW DELHI:October 7 1997 (Inter Press Service } 


As the world observes the International Day for Natural Disaster Reduction on October 
8, Indian planners and voluntary agencies push for a better strategy to minimise the 
effects of nature’s fury. 


Indian experts call for an effective disaster response policy - taking into account both 
disaster preparedness and management. They call for policy initiatives as well as 
grassroots action. 


India is a major theatre of natural disasters. Floods, droughts cyclones and earthquakes 
hit its various states every year. 


“They bring in their share of disabilities, injuries, and assorted ailments on an already 
disease-burdened people,” Dr S Parasuraman, deputy director of Oxfam (India) Trust. 


On an average, disasters affect over 63 million people in India every year, says the 
‘World Disasters Report -1997’ of the International Federation of Red Cross and Red 
Crescent Societies (IFRC}. 


These disasters kill 4728 Indians on an average every year, says the IFRC report. 


The economic loss due to disasters in India is about US$ 1.645 million every year as 
estimated by the Centre for Research into Epidemiology of Disasters (CRED), Brussels. 


Disasters hit hard on development. “The progress and significant advances in health, 
social, and economic development has been repeatedly interrupted by natural 
disasters,” says Dr Parasuraman. 


International community has recognised the growing need for a scientific disaster 
management. The United Nations has declared the 1990s as the International Decade 
for Natural Disaster Reduction. 


The U N has appealed to the member countries to put scientific disaster response 
mechanisms in place on a priority basis. 


For India it is a challenge. Now, various government bodies deal with disasters - with 
mixed results. At the policy level, the apex body to deal with crises is the National 
Crisis Management Committee. 


Co-ordination of the disaster response is the job of Natural Disaster Management 
Division of the Agriculture Ministry. The Health Ministry is to chip in its bit through its 
Emergency Medical Relief Division. 


Going by the “Contingency Action Plan for Natural Calamities”, the government's 
blueprint for disaster repines, the action taken is more reactive than proactive. The 
plan stresses on relief, not reduction. 


marked by a shift towards disaster 


On the contrary, the new international trend is 
will no longer do,” says @ relief 


reduction and preparedness. “Band-Aid relief alone 
worker with Medico Friends Circle. 


Disaster preparedness and reduction means appropriate development planning, taking 


into account the disaster possibility. 


In actual practice, it would mean earthquake-resistant housing in seismic zones, 
careful layout of roads, railway lines, and other structures in flood plains to aid natural 


drainage, and so on. 


Flood situation is worsening. Central Water Commission, a nodal government agency, 
has noted that the percentage of crop area affected by floods has risen from 29% in the 
1950s to 51% in the 1980s. 


Last year’s monsoon floods left 1962 people dead, and affected over 50 million people, 
according to Indian government’s Ministry Of Agriculture. 


When the fury of rains stop and the flood waters recede, some disturbing questions are 
always left unanswered -- regarding bad planning, that worsened the people’s misery. 


As flashfloods in the western state of Rajasthan last year damaged 119,000 houses and 
affected over 1.2 million people, scientists blamed it on bad developmental planning. 
Floods had hit deserts too. 


“The drainage system of the pre-independence time was excellent; but the in the last 
30 years it has been destroyed by civic ill-planning,” says Dr S M Mohnot, director, 
School of Desert Sciences, Jodhpur. 


fe structures, including canals, dams, and embankments have worsened the 
ood situation all over the country, as studies by Centre for Science and Environment, 
New Delhi, shows. 


Shem Indian pats: life is caught between the violent swings of nature. Of the total 
e area of India an estimated 68% is drought- perati 
HID Ce tacpot: expeeehaae. o is ught-prone. Relief o tions often 


“Drought, beyond question, is 
’ ; among the more serious problems this country faces,” 
says P Sainath, author of award-winning 1996 book ‘Everybody Loves a Good pedir 


“Drought relief, almost e 
qually beyond question, is rural India’s biggest growth 
industry. Often there is little relation between the two Sainath adds sardoaeatis 


The basic issues are ignored. As Sainath notes: “Villagers are increasingly losing 


control over common wat i i ; 
Patiaiag cowed er resources. The destruction of traditional irrigation system 


Indi i j 

rae hit a 7516 km coastline, is prone to cyclones too. The high-velocity winds hit 

ees ast states of Orissa and Andhra Pradesh every year, blowing hom 
aging around 30,000 ha of paddy fields. ; 24) 
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In the case of cyclones, early warning systems do work; the government often 
evacuates people. Still the winds sniff out hundreds of lives, and leave thousands 
homeless. 


As the Himalayan region in north and the Deccan plateau in south- central India are 
spots of seismic activity, earthquakes are frequent here. A 1993 earthquake in Deccan 
area killed over 10,000 people. 


Another earthquake hit Jabalpur in central India in May 1997. Relief and shelter were 
inadequate. “We learned little from the past,” says S Krishna Das, a relief worker of 
Human Rights Law Network, Bombay. 


With mounting human cost and barrage of criticism, even government experts agree 
that there should a shift of stress towards disaster preparedness, and better advance 


work at grassroots. 


“There should be public awareness and capacity-building to enhance the community’s 
strength to cope,” says Dr V K Sharma of the National Centre for Disaster Management, 
New Delhi, a government institute. 


Sharma calls for a multi-sectoral approach to deal with disasters. He stresses the need 
for involving the government, NGOs and academics. This approach, in fact, is one that 
is gaining currency world-wide. 


“Agencies no longer fill gaps; they are now at the centre of the challenge of caring for 
and empowering the most vulnerable,” notes the ‘World Disasters Report’. 


END (950 words) 


Dr. Unnikrishnan works on policies and programmes related to health, humanitarian issues 
(Conflicts, refugees and disasters) and epidemics. Currently he works as Oxfam Fellow : 


Emergencies in India. 
This feature was released by Inter Press Service (News agency) on October 7th 1997. The 


views neednot necessarily reflect the views of Oxfam. 
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Mental Health Management 


in Disaster Situations 


PAN AMERICAN ILEALTH ORGANIZATION 


EMERGENCY PREPAREDNESS AND 
DISASTER RELIEF COORDINATION PROGRAM 


This slide series has been made possible thanks to the financial support of the 
Canadian International Development Agency (CIDA) and the Office of U.S. Foreign 
Disaster Assistance of the U.S. Agency for International Development ( OFDA/AID). 


MUN TAL TEMA MANAGEMENT 
IN DISASTER SITUATIONS 


introduction 


This set of slides has been prepared for health professionals, policy makers and emergency 
personnel. Mental health workers should know whether or not their community has a 
mental health component in its disaster plan. If it does, they should become familiar with 
their role and responsibilities. If it doesn’t, begin a dialogue with disaster planners and 
policy makers to make sure this important issue is addressed. The major objective of this 
slide program is to facilitate this process by highlighting mental health issues in disaster 
preparedness and response. 


The program was prepared by Dr. Jean Luc Poncelet, the Caribbean Subregional Adviser 
for PAHO’s Emergency Preparedness Program and Dr. Bruno R. Lima of the Community 
Psychiatry Program of the Johns Hopkins Medical Institutions, with the collaboration of Dr. 


Itzhak Levav of PAHO’s Mental Health Program. 


I This set of slides summarizes general concepts that are useful for health 
services staff who, in coordination with mental health specialists, will have 
to deal with post-disaster aspects of mental health. 


It focuses on sudden-impact natural disasters such as earthquakes, 
hurricanes, or floods and on sudden-impact manmade disasters including: 
explosions, chemical plant fires and other events whose magnitude excecds 
the usual capacity of a community to adjust to the loss of lives, property 
and health problems. Because of their special nature, war, social conflicts 


and other civilian disturbances must be discusscd separately. 


It is difficult to measure the impact of a disaster, Towever, certai fipures 
may be used as indicators, ‘The (Qi igeaie Proreiyy Disaster Assistance 
(OFDA/AID) reported that between 1978-1988, slightly more than f million 
people worldwide lost their lives in disasters; almost 420 million were 


alfected. 


Often, the public outcry is directly proportional to the number of deaths. 
However, during the period cited above, the nuniber of affected persons 
was 400 times greater than the number of deaths. 


Mental health problems will be encountered in many groups: the severcly 
injured, others who have fallen victim to the disaster, and even those 
outside the disaster area who may have lost friends and relatives. “Vhe 
number of deaths is really only the tip of the iceberg. 


Disasters produce several types of trauma. The mental health 
consequences usually fall into three categories: 


_. DISASTER TRAUMA... « 


___PHysicaL "T° “PSYCHOLOGICAL | |) SOCIO-ECONOMIC 


a fractures, Be > bereavement me unemployment _ . 
| | {+ anxiety ~~ |» homelessness. 
ote -)e depression: =: tee environmental destruction 
+ infections: el s"alcohol abuse a al) s disorganization. | 
Ne eee eee drup abusé- 9° 
Stress reactions 
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4, The psychological response to disaster will depend on three main factors: 


DISASTER 


| RESPONSE. | 


VICTIM > COMMUNITY 


(1) THE DISASTER: * occurrence 
e magnitude 
* suddenness 
* type 


(2) THE COMMUNITY: * level of preparedness 
.* social support 
° leadership 
* past experience 


(3) ‘THE VICTIMS: ° age 
¢ level of education/exposure 
¢ marital status 
e physical health 
* personality 
* coping skills 
© losses 
* social support 


“¥ After a disaster, the psychological reactions among members of a 
community may vary and usually they will change over time. 


Therefore, post-disaster psychological interventions should be flexible and 


based on an ongoing assessment of needs. 
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Depending on the magnitude and type, the very same disaster can cause 
both individuals and the community to respond differently to the stress it 


produces. 


- PSYCHOLOGICAL REACTIONS = 


eee 
ADAVVIVE. sna. . MALADAVIMIg 2 


TREATABLE — PREVENTABLE, 


Two main psychological reactions can be identified: 


(i) The adaptive reaction, which is a response that allows individuals to 
overcome the difficulties caused by the disaster. Examples of this include 
obtaining information or developing effective survival skills. 


(ii) The maladaptive reaction, which in most cases can be prevented or 
treated, can include denial, ineffective actions or fostering the myth of 
invulnerability. 


Psychological reactions to disaster also will depend on actions taken in the 
pre-disaster phase. The pre-disaster phase is the period of time prior to 
disasters in which all planning and training activities take place. (Slides 8 
tor) 


The rehabilitation phase is the peniod during which the population works 
to return their lives as closely as possible to the pre-disaster situation. 
During this period action is taken to reestablish normal activity as much 
as possible. This period begins after the disaster Impact and may last from 
several hours up to three or four weeks. (Slides 14 to 31) 
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The reconstruction phase is a longer period during which the population 
rebuilds personal skills, social support and leadership. This phase 
overlaps with the rehabilitation phase. This slide program focuses only on 
the pre-disaster and rehabilitation phase. The reconstruction phase (Slides 
32 to 34) should be part of the Ministry of Tlealth’s existing long-term 
program, 


&. Certain disasters, such as hurricanes or volcanic cruptions, alert the public 
of their impending arrival. During the watching period, most people feel 
the probability of their being a disaster target is still low. “This period may 
be followed by a short period of up to 24 hours, the warning pertod, altel 
which the event will occur. 


cl. PRE-DISASTER 
WATCHING PERIOD | WARNING PERIOD (threat) 


DURATION © ° variable |} * minutes to hours 


ee 


PROBLEMS * inadequate activities ¢ inefficient and aimless 


° denial ci ah. hyperactivity’ 
¢ myth of invulnerability Bereta ot = 


INTERVENTIONS | © planning: community activitics 
Sepenveiiiy | _..|-¢ clear authority 
¢ education, information strong leadership 
| * communication network 


g, Disaster preparedness, together with disaster prevention, are the keys to 


smooth disaster manapement. 
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Those persons who are aware of the coat disaster risk they face, aod ob the 
appropriate response measures, will act most effectively in disaster 
situations. Coping skills require substantial time to acquire and are based 


on both past experience and prepareduess. 


Because of their infrequency, entire generations may have no first-hand 
knowledge of how a disaster will affect them. Thercfore, the population 
must gain second-hand disaster experience through public awareness 
activities, mass cducation campaigns, and particularly, by training leaders. 


Mental Health Departments and other health sector agencies must prepare 
messages that a population, living under stressful conditions, will find casy 
to understand. The Ministry should authorize and supervise the release of 
these messages through radio, television, press and newsletters. They must 
have a specific content and style. 


= ses Peer STYLE. es . ee 


* description. oho specific Hes 


* consistent > 
* accurate 
clear | 


Mental health personnel constitute a very valuable resource. They should 
not only be included in the design of a disaster plan but also integrated 
into the disaster response team. Mental health care must receive special 
attention and be frequently updated for the population living in disaster- 
prone areas. A plan must be prepared for these Situations. 
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Mental health staff should be appropriately trained and familiarized with 
disaster management. Disaster topics should be included in the formal 
training curriculum of schools and universities and in continuing cducation 
programs. 


In order to help victims in distress, mental health specialists must design 
short- and long-term training programs depending on the level of 
knowledge and skills of the staff, and implement them. 


In the immediate aftermath of e disaster, both health and relief workers 
need a quick and flexible orientation. This training session must be 
planned before the disaster impact. 


TREATMENT SKILLS FOR TIEALTIL STARR 
¢ Crisis counseling 
ne Group therapy for ees os 


«Play therapy for children | 
|| * Family therapy» Oe 
te ‘Community. intervention (self:help groups) — 


The emotional response to disaster follows a predictable pattern. The 
phases include: (i) evaluating damages, (ii) the heroic phase, (iil) the 
honeymoon, (iv) disillusionment, and (v) reconstruction. 


Immediately after the disaster impact, contact should be made with the 
public using the most reliable media still functioning. The guiding 
principle of mental health management is to lessen the victims’ distress. 
By assessing the problems, goals can be set for providing service and 
groups can be targeted for assistance. 
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~ DURATION 
see hours... 


ACTIVITIES 
e evaluation of self, 
: _ family and property 
“ first aid to other 
victims 
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EVALUATION ( OF DAMAGE i$ 
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Each phase has its own characteristics. 


or prrher saree yrs coranrrerereserenietras 
ee rere ee hear’ 


Se SE ere 
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CHARACTERISTICS — 

° apathy e 

¢ disorientation, wandering 
* surprise 

° perplexity, fear 

© anxiety : | 

* helplessness — 


HEROIC PHASE. | 


es DURATION | 


17. 


os ~ CHARACTERISTICS - 
strong gene feeling 


ius solidarity 
* optimism 


Sn ne a ee oan — 
SO ee ee LENE: - 
———  ———————————[/= 


LLONEYMQOON. 


sige DURATION are al ho. : 
o2- 4 Weekes Pe horee eet ray 


¢ CHARAGS Lets r ICS 


—* Cagerness Lo rebuild 


_* sharing of common experiences 
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DISILLUSIONMENT 


DURATION CHARACTERISTICS 
2 months - 2 years withdrawal, loneliness 


anger, frustration. 
community disorgan aulen 


ne pat ivily 

hostility | 
HET Giveness vidi 
alcohol and drug abuse 


Three types of behavior can be identified in the period following the 


disaster impact. Each group will require specific consideration. 


GROUP UI 
402 25% 


GROUP If 


JROUP J a 
50 - 10% - pata he 


12 - 25% 


* Action is taken after 
a short pertod 
* Leaders emerge 


. Dismeeniene anne 
inappropriate action 
¢ Confusion 


° Apathy 
* No proper initiative — 
e Wil! follow leaders 


« Anxiety 
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Group IJ is of particular importance because disaster managers can have 


an enormous impact on them, 


Volunteers can be quickly trained to identily people falling into Group Il 
and the predictable patterns of emotional response they will exhibit, as 


noted. 


Grief is a universal reaction and has specific characteristics in disaster 


situations. Grief is: 


© Multiple: concurrent loss of family, property, community, friends, ete. 

© Random: within a family, the usual biological order of dying ts 
subverted, so that parents may survive their children. 

¢ Public: it is much more publicized in newspapers and on television than 
in normal times. 

* Collective: everyone shares the losses to a different degree, even in 
areas that were not directly struck by the disaster. 


Grief is one example of how the psychological reactions to disaster require 
different approaches that involve not only interventions by specialists on 
an individual basis, but also community-based approaches, self help groups, 
or other means. 


Good psychological support is the best treatment for the majority of 
maladaptive psychological reactions. Medications such as neuroleptics, 


antidepressants or sedatives are almost never justified for disaster victims. 
They should be prescribed only by specialists. 


> a . . A ’ . ae e : 
Poorly-led volunteers Inay create confusion. flowever, when they are orpa- 
nized and receive specific roles, they can play important roles in assisting 


the community. Because of their intimate knowledpe of the local culture 
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and socioeconomic background, community residents can be an invaluable 
source of support to victims. 


Health personnel and disaster managers arc also susceptible to 
maladaptive reactions when working under post-disaster stress. A disaster 
health sector plan should foresee a time for providing mutual support, 


especially for leaders. 


In almost every community, leaders emerge in post-disaster situations. 
Frequently, they are extremely uscful, especially when integrated: into 
broader decision-making levels. ‘Vheir effectiveness will depend on how 


"officially" they are recognized. 


The self-assistance that spontancously arises in the community, or in 
neighboring communities, is the most cffective form of help and ts 
generally promoted by community Icaders. An efficient post-disaster 
mental health program should be implemented with the support of 


community leaders. 


The disaster impact may create important population movements that will 
have social consequences and cause related behavioral problems. 


These problems are rarely reported. “They appear more frequently in 
shelters, refugee camps, or among a disaster-stricken population living in 
an oppressive environment — political, military, or other. Some behavioral 
problems include violence, domestic quarrels, child abuse, alcohol or drug 


abuse, and burglary. 


Community methods should) be used to identify problems tn these 


situations (slide 31). 
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To assist in the community’s recovery, or at least to avoid crcating Bains! 
psychological problems, certain basic rules must be OF ee is to 
keep the family unit together. These rules should be integrated into the 
national disaster response process, and all response personnel should be 
briefed on their role in mental health. 


Stress management activities should be organized as soon as possible to 
allow people to rclease tension and vent fears. Children must receive 
special attention using entertainment activities or other means. 


Identifying corpses facilitates the mourning process. 


Even when corpses are disfigured, it is preferable to authorize the family 
to identify them, providing the family with the needed psychological 
support. 


While it is difficult to accept the death of a relative, the lack of 
information concerning missiye relatives prevents the necessary mourning 
process. 


The Disaster Response ‘feam and search and rescue groups operate under 
the cumulative stress of the disaster impact. After several days of round- 
the-clock work, mistakes are bound to occur. Workshifts must be arranged 
and schedules respected in order to avoid heroic’ actions that might lead 
to otherwise preventable accidents. 


Psychological debriefing is useful for both victims and emergency workers. 


Even if things seem all right, such as during the honeymoon phase, it is 


important to anticipate problems and make sure the necessary prepa- 
rations are in place. 
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lrequently, psychological support ~ when itis requested — is requested too 
late. Immediate measures should be taken to prevent long-term 
dependence. 


The following types of psychological assistance will help victims: to deal 
with confusion and cognitive disorganization. 


(1) Provide support when victims vent fears that their “minds are not 
working". 


(2) ‘Yolerate the denial that may appear in some individuals. Accept a 
victiin’s unrealistic expectations or false hopes without confrontation, 
but monitor the individual case. 


(3) Assist the victims by reinforcing their conercte world, te. time, 
space, practical arrangements, etc. and encouraging goal-oriented 
activities. 


(4) Strengthen conscious awareness that their social reactions arc 
appropriate. Many victims believe "they are going crazy" because 
they observe changes in their social behavior. 


(5) It is important that victims regain control over their own lives. 
Community leaders can assist health workers to identify individuals with 


significant emotional or behavioral problems. Community committees can 


assist in recognizing specific mental health priorities such as addiction, 


violence in shelters, or others. Comununity resources, such as voluntcers 


or religious facilities, should be fully utilized. 
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The most severe disorders — anxicly and depression ~ will appear duriug: 
the reconstruction phase. Mental health care specialists must pay careful 
attention to these disorders, enlisting assistance from other health 


professionals. 


RECONSTRUCTION PHASE 


“DURATION. 
“a lifetime" - ; oe 
“CHARACTERISTICS 9 

~ * acceptance of losses 

_ © realistic assessment of the situation 

"+ search for alternatives to rebuild lives 


Greater attention must be paid to the impact of disasters on mental health, 
which will affect an individual’s performance and the quality of services 
provided. Quickly setting up a mental health rehabilitation program will 
speed up the recovery of the "normal service" provided by the institution 
and individuals. | 


The final goal is to restore self-reliance and emotional independence. The 
disaster may have turned the victims into passive objects who belicve they 
are subject to the whims of nature, the burcaucracy, and emergency 
personnel. The ultimate goal is to restore the victim’s sense of control 
over his or her own life through self-determination and goals and skills to 
master the environment. This will enable disaster victims to cope with the 
new challenges and to emerge a better and more mature individual. 


14 


MENTAL THRALTH MANAGEMENT IN DISASTER SEDUATIONS 


Le Se ries sn on are or me 


35. ‘This slide program was made possible thanks to the financial assistance of 
the Canadian International Development Agency (CIDA) and the Office 
of U.S. Foreign Disaster Assistance of the U.S. Agency for International 
Development (OFDA/USAID). 
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Health Issues in Disasters : An Unattended Case 


S Parasuraman & Unnikrishnan PV 


World Health Organisation ( WHO) has defined disaster 

any occurrence that causes damage, economic destruc- 
ion, loss of human life and deterioration in hec! h and 
vealth services on a scale sufficient to warrant an 
xtraordinary response from outside the affected commu- 
lity or area. The progress and significant advances in 
jealth, social and economic development has been 
-epeatedly interrupted by natural disasters such a _flcod, 
jrought, earthquake and man-made disasters lik riots, 
‘onflicts, industrial accidents and environmental fall- 
yuts. 


According to World Disasters Report, worldwide, by 1995 
ver 160 million people were affected by disasters other 
-han wars. WHO estimates that there are over 250- 300 
million people in any given year affected by natural 
disasters. 


According to UNICEF, in the wars of past ten years far > 


more children have been killed or disabled than soldiers. 
This statistics of shame— as UNICEF terms it — is 
indeed frightening : “two million children died; between 
four and five million have been physically disabled; more 

five million have been forced into refugee camps; 
nd more than 12 million have been left homeless. These 
children, traumatised by mass violence, deprived of an 
opportunity to develop normally in mind and _ body, 
deprived of a family life, cast a long shadow over the 
future generations”. Health implications of armed con- 


flicts, currently on in over 50 spots worldwide, are indee 
devastating. 


The United Nations High Commissioner for Refugee 
(UNHCR) estimates that there are over 27 millio 
refugees worldwide. This is another community ex 
tremely vulnerable to diseases on earth, especiall 
diseases of poverty. The grim list of morbidity an 
mortality continues — including the tens of thousand 
who lost to epidemics, starvation, and hostile climat 
turbulences. 


Despite the fact that epidemics take a heavy toll, th 
western definitions do not include them under th 
category of disasters. 


Infectious diseases remain as one of the world's leadin 
cause for death. It is estimated that 17 million ( abou 
33%) of the 52 million deaths every year is from infectiou 


Dr Parasuraman is a well known social scientist specialised i in the fie 
of demography. He has a special interest and concern in relief ar 
rehabilitation issues in disasters and that of the displaced peopl 
Presently he works with Oxfam (India) Trust as its National Depu 
Director ( Programme). 


Dr Unnikrishnan is a health activist working on policies and programm 
on health, humanitarian issues and disasters. Presently he works | 


’ Oxfam-Fellow ( Emergencies) with Oxfam (India) Trust. 


The views expressed in this paper need not necessarily reflect the viev 


of Oxfam (India) Trust. 
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diseases. Half of the world's population of 5.72 billion are 


at risk of endemic diseases. Advent of new infectious . 


diseases and re-emergence of old ones are threatening to 
neutralise the gains made so far. This has lead to a new 
crisis. It is being increasingly realised that only a strong 
public health system which pays importance to preven- 
tive aspects of health care can help in this situation. 


Consequences of disasters on health are manifold. 
Developing countries, whose public health systems have 
been going down the drain due to budget cuts and market 
pressures are often the worst hit. A low health status, 
even during normal situations, is often worsened by 
epidemic outbreaks and chronic malnutrition. The poor 
bear the brunt. 


While every disaster, natural or human-made, leaves a 
trail of death and illness, they also have a series of long- 
term impacts. For instance, the immediate wounds, 
injury and shock, when unattended, lead to partial or 
complete disability as in the earthquakes in India in 


recent years. These after-effects of disasters linger on like. 


ghosts in a horror story. 


In the case of India, disasters take a heavy toll almost 
every year. They bring in their share of disabilities, 
injuries and assorted ailments to an already disease- 
burdened people. In the case of majority of the Indian 
population, disasters disrupt the life-supporting systems 
which are basically at nature's mercy. The number of 
natural disasters has been increasing every year. Conse- 
quently, the number of people affected has also in- 
creased. The four major forms of disasters, namely, 
droughts, floods, cyclones and earthquakes, have caused 
extensive damage to lives and livelihood in recent years. 


Floods, while causing destruction to life and livelihood, 
aproot any available health infrastructure. While 
waterborne diseases are common in flood situations, the 
ensuing water-logging leads to epidemic outbreaks. The 
1996 Rajasthan flash floods killed about 100 people. But: 
it was just the beginning. A few months after the floods, 
more than a thousand lives were lost: to vector borne 
epidemic outbreaks in the area. Unfortunately, this was 
not an isolated incident. 


Next to Bangladesh, India is the most flood prone country 
in the world. India accounted for one-fifth of the global 
death count due to floods from the 1960s to 1980s. Floods 
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also displaced over 30 million people every year. By 1990 
the annual flood damage was estimated to be Rs 30 billio; 
(3000 crore). According to the Centre for Science an: 
Environment (CSE), New Delhi, one-fifth of the country 
land area was flood-affected by then. 


Worse, the government-sponsored flood-control mea 
sures have often brought about unintended health crises 
Dams, canals and embankments have contributed ti 
waterlogging and subsequent vector proliferation. 


Nature's forces show their terrible extremes in India 
Droughts are a permanent night-mare in certain geo 
graphical locations. Extensive areas receive low anc 
erratic rainfall, resulting in frequent crop failures. Abou 
68 per cent of the country's cultivable area is drought 
prone according to independent estimates. The numbe: 
of small and marginal farmers and agricultural labourer: 
in drought-prone areas is estimated to be nine millior 


households, constituting the poorest segments of thx 


rural population. The number of people living in drought. 
prone areas is estimated to be about 200 million spreac 


over 21 states. 


_ The situation is made much more complex when the 


drought is man-made as the one in Orissa this year. The 
National Human Rights Commission (NHRC) whick 
conducted an enquiry into the allegations of starvatior 
deaths in the drought-hit Orissa has confirmed that 
people died starving. The future generation in the 
drought affected areas in Orissa is a population o: 
chronically malnourished children. 


The record of natural disasters in the recent past shows 
that spasmodic and half-hearted response attempts have 
only confounded the confusion. Worse, often these well- 
intentioned, but ill-conceived, measures added to the 
suffering of the disaster-affected. The plight of the 1993 
Maharashtra earthquake victims remain in a miserable 
state even after three and a half years of haphazard 
rehabilitation programmes, with an expenditure of mil- 
lions of rupees. As if to buttress the point, the directions 
issued by the Bombay High Court, in a Public Interest 
Litigation filed by health and social activists, has 
castigated the state machinery for failing to provide even 
basic amenities like drinking water, primary health care 
and shelter to the victims. The long-term health impacts 
of this earthquake, mainly physical disability and mental 
trauma, have remained unattended. 
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Epidemics are “the occurrence in a community or region 
of cases of illness in excess of normal expectancy”). The 
aetiology and magnitude vary according to factors such 
as the agent, vectors, size of the population and previous 
disease exposure: In most disasters, even wars, more 
people die from illness than from trauma, (for example 
in the wars in Angola and Mozambique during the 1980s, 
for each person killed in combat, 14 died due to other 
causes). Although disasters do not inevitably lead to 
epidemics, they often cause large population movements, 
-and an increase in the number of cases of a disease in an 
area may therefore not reflect greater rates. However 
even a small increase in incidence is serious and places 
an additional burden on health services. 


Kpidemics During Disasters 
TJ Healing and N Banatvala 


re-establishing basic surveillance to ensure outbreaks 
are detected rapidly. An emergency surveillance system 


needs to focus on no more than acute respiratory infection - 


(ARI), diarrhoeal diseases, measles and malaria which 
consistently account for 60-95% of all deaths in refugees 
and displaced populations’. For some infections (e.g. 
cholera and typhoid) laboratory confirmation with anti- 
biotic sensitivity patterns may be needed to ensure that 
appropriate treatment is given. 


Preparedness for epidemic disease is essential. Medical 
services in areas where natural disasters are likely (e.g. 
earthquake, floods) should have plans to meet disasters 
and should have appropriate stocks of drugs and other 
items available to meet them. However the establish- 


In disasters, malnutri- 
tion, crowding and stress 
imcrease susceptibility to 
ness while the break- 
down of infrastructures 
mean that the risk of 
exposure to disease is 
increased. Mortality 
rates are often used as 
an indicator of health in 
emergencies. Crude mor- 
tality rates greater than 
1/10,000/day are serious, 
more than 5 per 10,000 
per day a major catas- 
trophe. In disasters ex- 
cess mortality occurs in 
all age groups but par- 
ticularly in children un- 
der 14 years of age. Or- 
phaned and separated 
children and pregnant 
women are especially 
vulnerable. 


The immediate medical 
need in the aftermath of 
a disaster is to treat the 
injured, but urgent con- 
Sideration should. be 
given to establishing or 


Disease** 


Diarrhoeal diseases 


Measles 


Respiratory complaints 


Malaria 


Meningococcal meningitis 


Tuberculosis : 

Helinintha, particularly hookworm 
Scabies (a skin disease caused 

by mites). 


Xerophthalmia (infant blindness) 


Anaemia 


Teatanus 


Main Causes 


Overcrowding. Contaminated water 
and food. 


Overcrowding 


Poor housing conditions. Shortage of 
blankets and clothing. 


A new environment with a type of 
malaria against which the refuges 
have no protection. 


Stagnant water becoming a mosquito 
breeding ground. 


Overcrowding in a region where the 
disease is endemic (it is often sea- 
sonal in certain places). 


Overcrowding. 
Overcrowding. Poor sanitation. 


Overcrowding. Poor bodily hygiene. 


Vitamin A deficiency (xerophthalima 
is often provoked by measles or some 
other acute infection). 


Malaria, hookwarm, shortage or poor 
assimilation of iron and folate. 


Injuries in an unvaccinated popula- 
tion. Poor obstetrical practice may 
cause tetanus of the newborn. 


**People suffering from malnutrition are particularly at risk of serious 
attacks of all these diseases. Good nutrition therefore constitutes an effective 


preventive measure 


Source : Coping ui 
and the communit: 


ith Natural Disasters: the role of local health personnel 


ment of such stockpiles 
may be impossible in coun- 
tries with a very limited 
medical budget. Under 
these circumstances an 
awareness of what is 
needed and where it can be 
obtained rapidly, or of what 
to request from aid agen- 
cies, is essential. Planning 
is somewhat simplified by 
the fact that the illnesses 
that cause problems after 
a disaster are generally 
those which were always 
common in the area; rare 
or exotic diseases do not 
usually emerge. 


ARI 


World wide, ARI is the 
most important cause of 
death in children under 
five years old. Attack and 
case fatality rates are par- 
ticularly high in malnour- 
ished children, especially 
in overcrowded conditions. 
Key preventive measures 
include better shelter and 
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nutrition, less overcrowding, and immunisation against 
measles and pertussis. 


Diarrhoea 


Disasters provide the ideal setting for outbreaks of 
diarrhoeal disease. Such outbreaks can be devastating. 
In 1994, one million Rwandan refugees in Goma were 
} exposed to cholera and dysentery, and over 50,000 people 
died in the first month*. The key is rapid, massive and 
effective use of oral rehydration salts (ORS) with large 
numbers of rehydration points. Many lives could have 
been saved in the Goma outbreak by better use of oral 
rehydration therapy, more rapid rehydration, use of more 
appropriate intravenous fluids, and proper training of 
health workers‘. In addition appropriate equipment 
should be stockpiled (e.g. fluids, disinfectants [especially 
hypochlorite], tents, buckets, mug and cups etc.). 
Rehydration needs adequate supplies of safe water. Some 
means of water purification is required. Boiling is best 
but where fuel is in short supply water purifying tablets 
should be on hand. : 


Measles 


Measles was an important cause of refugee deaths during 
the 1980s and outbreaks were reported from refugee 
camps in Africa and Asia®. Case fatality rates can be high 
(e.g. a 32% case fatality rate among children in the Wad 
Kowli camp, Sudan, in 19855). Measles immunisation has 
been recognised as the first health priority in a displaced 
population and has greatly reduced the problem. Ensur- 
ing that a cold chain is in place to support such a 
Programme may provide a sustainable facility that can 
be used for other immunisation programmes. 


Malaria 


Disasters frequently lead to large scale population 


movements. This can lead to serious outbreaks of malaria . 


as non-immune individuals are exposed for the first time 
or infected individuals move into areas previously free of 
the disease®. As with diarrhoea the prime need is rapid 
treatment especially in areas where Plasmodium 
falciparum is endemic as this can kill in 48 hours. 
Information campaigns to ensure that those with fever 
come forward for treatment are an integral part of control 
programmes. 

Malaria control in refugee camps is not simple. Poor 
conditions may lead to increase in mosquito breeding 
sites" and to poor control and. treatment measures, 
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resulting in outbreaks. Control operations will depend o: 
the level of information and technical skill available 
Spray programmes should always be an adjunct to healt! 
promotion, sanitation, environmental health and biologi 
cal control methods. Impregnated bed nets have show1 
great promise in reducing the incidence of infection 
Resistance to antimalarial drugs is becoming an increas 
ing problem. 


Other diseases 


Bres® and Benenson’ provide descriptions of the man} 
diseases which could cause epidemics together with 
details of control measures. These include meningitis. 
typhus (louse borne, murine typhus, scrub typhus). 
rodent borne diseases such as plague, Lassa fever, and 
haemorrhagic fever with renal syndrome, and arthropod 
borne diseases such as yellow fever and dengue. As with 
the more frequent causes of epidemic disease an aware- 
ness of the risks combined with a knowledge of where the 
necessary medicines and equipment to deal with them 
can be obtained, will allow a rapid response 
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material resources; social networks and organised sup- 


rt structures; and human resources and community 
cohesion. 


The relief-conflict/violence dynamic 


The impact of relief on conflict cannot be seen without 
consideration of its impact on inter-personal violence. 
Doing so would be like trying to understand the Holo- 
caust without considering anti-Semitism. The evidence 
available on the relief-conflict/violence dynamic is lim- 
ited. Reports have largely focused on two areas: (a) the 
impact of relief on macro-level violence (general conflict); 
and (b) the impact of relief on violence against displaced 
women. For a review of this literature see Prendergast 
(1995), Anderson (1996), and Nyheim and Porter (1997). 


A key issue that emerges from the relief-conflict litera- 
ture relates to the fundamental dilemma in humanitar- 
ian aid: given differences in vulnerability and capacity 
across and within communities affected by disasters, 
humanitarian aid resources must be allocated unequally 
to be efficient. Hence relief often becomes inex - itable, 
and in view of Anderson's operational definition of 
“neutrality”, humanitarian aid almost by default is not 
neutral. Relief which is not programmed equitably runs 
easily the risk of constituting a negative resource 
transfer and embody negative symbolic gestures 


From the literature on the impact of relief on vy olence 
against displaced women, another set of insights emerge 
related to the causes and devastating effects of such 
violence. Why are women vulnerable to such violence, 
and what is their capacity to recover ? In order to answer 
these questions, it is critical to return to the earlier 
definitions of vulnerability and capacity. These defini- 
tions and the literature underline that the vulnerability 
of displaced women to violence and their capacity. to 
recover from it are determined by social inequities 
Nyheim ‘and Porter, 1997). 


This basic point from the literature on violence against 
displaced women is critical for our understanding of the 
impact of relief on conflict. Violence and conflict is rooted 
iy and feeds off social inequities. It is important, 
therefore, not only to focus on programming relief 
equitably in the immediate term, but also to place relief 
within the broader (and longer-term) picture of its social 
impact. The near impossibility of both these tasks is 
readily illustrated when considering the operational 
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obstacles faced by agencies in the pursuit of neutrality in 
emergency relief. 


Operational obstacles to neutrality in 
emergency relief 


Almost all operational decisions taken by agencies 
engaged in an emergency affect how neutral they are 
perceived. These decisions relate to: (1) when an agency 
decides to intervene in an emergency; (2) where (geo- 
graphically) it decides to intervene; (3) what kind of 
intervention it decides to implement; and (4) how it 
implements the intervention. Some examples follow 
below of how these decision influence an agency's 
neutrality record. For simplicity, the different perspec- 


tives are illustrated in terms of two warring factions (A 
and B). 


e when and where an agency intervenes are often 
complementary decisions. If an agency decides to 
implement relief activities in an area held by warring 
faction A, such actions are likely to be perceived as 
partisan by the opposing warring faction B: 


e the kind of intervention an agency decides to imple- 
ment also holds significance, especially if different 
interventions are implemented in different locations. 
Questions about neutrality may emerge about why 
certain activities (which may be more “visible”) are 
implemented in one area controlled by warring faction 
A, and not another area controlled by warring faction B; 


¢ how an intervention is implemented has neutrality 
implications. For example, in an area controlled by 
warring faction A, members of the clan of warring 
faction B may (for a variety of reasons) only have 
limited access to emergency relief. The activities are 
a relief agency may be considered, therefore, as 
discriminatory towards members of the B-clan. 


Many of the operational decisions listed above are taken 
under a number of constraints, and often under the 
influence of factors outside the control of relief agencies. 
In general, time pressures felt by agencies operating on 
the ground to meet immediate needs as best they can are 
acute. Additional constraints and influences include: 


¢ when to intervene depends on the agency's capacity 
(human resources, equipment, financial base, ...), the 
perceived profile of the emergency (will donors provide 
funds and will there be media coverage ?), and whether 
security conditions are favourable to interventions; 


e where to intervene is linked to the above factors, as 
well as to access questions. Access (defined as physical 
access - transport, security,...) to an area will influence 
where a needs-assessment is carried out; 


e the kind of interventions selected by agencies for 
implementation is often pre-determined depending on 
the “specialisation” of the intervening agency, what 
other agencies are doing (if the “specialty” has already 
been covered by someone else), and the understanding 
of the agency of aid recipient characteristics; 


e how interventions are implemented is linked to the 
needs-assessment carried out, the capacity of the 
agency (human resources, equipment, finances, ...), 
and the understanding of the agency of aid recipient 
characteristics. 


Hence, agencies have little control often over key 
decisions that will affect their “neutrality” record. The 
combination of immense pressure to act and scarce 
resources with which to act, leads often to less than 
perfect operational decision-making. 


Conclusion 


This paper has sought roughly to clarify the conceptual 
basis of neutrality in emergency relief, and shed light on 
the complexities of the relief-conflict/violence dynamic, as 
well as the operational obstacles to neutrality in emer- 
gency relief. 


Three conclusions emerge from the above discussion. 
Firstly, the meaning of “neutrality” is derived from its 
context. The question, ultimately, is whose perspectives 
and criteria of neutrality should be adopted. It is likely 
to be impossible to satisfy all perspectives, and choosing 
to satisfy a limited number of perspectives goes intu- 
itively against the concept of neutrality. Secondly, 
conflict and violence may be fueled by inequitable relief 
‘practices; but also by the deeper social impact of aid. 
Thirdly, the combination of immense pressure to act in 
an environment characterised by the scarcity of re- 
sources, leads operational decision-making that cannot 
take into account all the complexity of what it means to 
be neutral. 


As such, striving for neutrality in emergency relief 
appears quixotic. “Neutrality” is largely in the eye of the 
beholder, and the operational pressures faced by practi- 
tioners make “neutral” programming an almost impos- 
sible task. These are not heartening conclusions, but 


very basic and self-evident to any practitioner. One may 
% 
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ask, therefore, whether the debate is real, or whe 
“neutrality” in relief is a constructed concept, develc 
to satisfy donors and the public. Nonetheless, the im, 
of relief on increasing levels of inter-personal violenc 
both real and unacceptable, and needs to be addres 
Seeking that elusive “neutral” stance might only be 
anodyne, helping us yet again to justify the nega 
consequences of our actions on the individuals we s 
to help. 
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Roles and Responsibilities of Health Sector jin 
Disaster Situation in India 


Vinod K Sharma 


In India, the Central Government has constituted the 
National Crisis Management Committee (NCMC) as an 
apex body to deal with different types of crisis situations. 
There are various nodal ministries to handle different 
types of disasters. For example for Air and Railway 
accidents nodal ministries are ministry of Civil Aviation 


headed by Chief Secretary, with secretaries and heads of 


the concerned departments (including health) as a> 
member: ) 


In health sector, there is “Emergency Medical Relief 
Division” of Directorate General of Health services in the 
Ministry of Health and Family Planning. This division 


and Railways respectively, 
whereas civil strife or com- 
-munal violence are handled 
: by Ministry of Home. Min- 
istry of Environment and 
Forests deal with chemicals 
disasters, on the other hand, 
Ministry of Agriculture and 
co-operation is the nodal 
ministry for Natural Disas- 
Gers. There is a separate 
division (Natural disaster 
Management) in the minis- 
try to deal with the natural 
hazards. Though, Health 
Ministry is dealing with the 
health and medical aspects 
of each and every disaster it 
is nodal-ministry only for 
Biological Disasters. Each 
nodal ministry has its 
contingency plans to deal 
with crisis management. 


In case of natural disasters, 
Central Relief Commis- 
sioner (Additional Secretary 
to the Govt. of India) is the 
nodal person and Chair- 
man of Crisis Management 
Group (CMG), consisting of 
representatives of various 
ncerned ministers. 


Box-] 
Action Taken By 
Ministry of Health During Natural Disasters 
The activities can be divided into the following heads: 
Pre-Disaster 
Participate in review meeting of nodal Department/Ministry 
(Feb-March for Droughts and Floods). 


' Preparation of action plan with checklist. 


Random review during official tours. 

Pre-position of me . al supplies. 

Contingency plan for additionai man power development. 
Training of personnel for emergency operation (very infre- 
quent). 

During Disaster 

Stimulus for disaster iction usually provided vy the Ministry 
of Agriculture /TM . 

Control. of Commu. cable diseases. | 

Disaster surveillance activity. 

Mobilisation of resources. 

Continuous monitoring. 

Involvement of NGOs (Indian Red Cross). 

Assessment of control measures. 

Post-Disaster ; 

Post disaster evaluation and modification of existing plan 
based on experience (In Central team, there is one health 
expert as member). 

Documentation of each disaster (only financial require- 
ment). 


SOURCE : Health Sector Contingency Plan for Management of Crisis 


situation in India; Ministry of Health and Family Planning. Govt. of India. 


is headed by the Director, Emer- 
gency Medical Services and 
Relief (EMR), and represent 
Ministry of Health in various 
meetings of Crisis Management 
group. He co-ordinates with 
various concerned departments 
in crisis situations and also 
helps the State Governments 
to meet their medical needs. 
Similarly, at State level a Joint/ 
Deputy Director of State health © 
services is responsible for co- 
ordination, monitoring and 
implementation of health 
programmes during crisis situ- 
ation. At district level the 
Chief Medical Officer (CMO) is 
responsible to implement and 
co-ordinate health sector ac- 
tivities. 

Some of the activities being 
done by the Ministry of Health 
in disaster situation are given 
in Box-1. At the same time, 
some desired activities, which 
are not, being done or imple- 
mented properly are given in 
Box-2i95 


Disaster Management depends 
upon perceived crisis and thes 


Natural Disasters Management is a State subject. Most 
of the actions in a crisis situation are taken at the District 
/State level as per their contingency plan. Each State is 
also having a “State Crisis Management Committee” 


Dr Vinod.KSharma is on tl.c faculty of National Centre of Disaster 
Management, Indian Institut» of Public Administration (established by 
the Ministry of Agriculture, G »t. of India). He is involved in providing 
training to senior and middle lev] administrators and NGOs in Natural 
Disaster Management. 


Box -2 
Action Desired But Not taken 
By 
Ministry of Health During Natural Disasters 
There are several activities, which can also be undertaken by 
the Ministry: 
Pre-Disaster 
Prepare a regional plan based on vulnerability of area and 
past experience of frequency of natural disasters. 
There should be an Emergency Medical Relief Cell in every 
State. They may be assigned normal duties in ordinary 
situations. 
Better Co-ordinaton with Indian Red Cross and Other NGOs 
in pre-position of medical supplies. 
Frequent training of personnel at National, State. District 
and PHC level in disaster management,with focus on health 
issues . 
Training of NGOs and community. 
During Disaster 
Co-ordination between Central, State, District and PHC 
personnel for effective medical relief. 
All concerned people should be given specific responsibili- 
ties. - 
More active involvement of all NGOs in providing first aid 
and medical relief. To facilitate work on Health and 
Nutrition programmes. . 
Post-Disaster 
Documentation of each event and lessons learnt. 
A plan for mental health or psychological recovery of the 
disaster affected people. 
Monitoring of Health /Nutrition / Communicable diseases at 
least for the first one year since the onset of the disaster. 


communities quest for suitable response. This is the 
situation when community needs a lot of support for 
recovery of their physical, mental (Psychological) and 
social health. In this situation, government support 
alone is not sufficient. There should be joint efforts of 
Government with Non-Governmental Organisations 
(NGOs), Community Based Organisations (CBOs) as well 
as of community (with their existing knowledge of 
traditional, herbal and Ayurvedic medicines) to meet the 
unexpected, undesired impact of disasters. There is a 
need of joint training programmes of concerned medical 
doctors, local medical practitioners with NGOs (like 
Indian Red Cross, R.K. Mission, OXFAM, CARE, etc.) 
involved in providing medical aid to the affected people. 


There should be regular public awareness programmes in 
disaster prone areas and the capacity and capabilities of 
the community should be strengthened to face this type 


4 


mfc bulletin / July-August 


of emergency situations. The issue of mental heal 
aftected community is the most neglected area in 
country. This is one area in which NGOs can n 
significant contribution. They are already working 
the people, know their culture, language and probl 
The psychological support to the affected people can h 
the community recover sooner which normally tak 
long time. 


Dear Friend, 


Warm greetings from the southern group ! We, 
you know, are coordinating the coming annu 
theme meet on “Resurgence of infectious di 
eases and the Indian Society”. We have had tv 
preparatory meetings (in Bangalore and Madra 
and a very active dialogue with many mfc and no: 
mfc friends on this fascinating theme. This note 
to keep you all posted on the progress so far. 


Firstly, the dates of the meet are going to k 
1 to 4th January 1998. We had to shift the dat. 
because Yatri Nivas, Sewagram, was alread 
booked for the earlier decided dates. Hops 
fully, attendance will still be good. 


Secondly, the background papers for the meet hav 
started appearing in our mfc-bulletin. Thanks to th 
wonderful response we have had, we are hoping t 
publish as many as 20 background papers before th 
meet. These will appear in the next few issues of th 
bulletin and will reach the members well in advanc 
of the meet. If you still wish to contribute papers, yo 
can, but it should reach us/ Sathyamala by en 
September. 


Sometime in October, we will be sending out th 
meeting notice to all members. In the meanwhile 
please spread the word around in your circles an¢ 
encourage active participation. 


All correspondence may be addressed to 
Dr Anand Zachariah, Dept. of Medicine Unit I 
Christian Medical College, Vellore-632 004 
Email: root@ceu.cmc.ernet.in 


Warm regards, 


Madhukar Pai, Anand Zachariah & Prabir Chatterjee 
Coordinating Group, MFC Theme Meet. 
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Disaster and Mental Health 


Harish Shetty 


A disaster is defined as a catastrophic disruption of 
normal life affecting a group of people. It would be 
natural or man-made. Consequences of disasters are the 


product of the strength or weakness of the community © 


and the destructive force of the disaster. 


The psycho-social consequences of disasters have been 
recognised all over the world. In India, the Bangalore 
circus fire was probably the first disaster where mental 
health consequences were studied and long term inter- 
vention carried out. This work was carried out by HS 
Narayanan and his team. The Bhopal gas tragedy and 
the Latur earthquake also witnessed the involvement of 
mental health professionals. At present a team of 


professionals from different parts of India are working 


together to develop a framework for providing psycho- 
logical relief relevant to our context in disaster situa- 
tions. 


The psychological process of disasters could b> divided 


@into three Phases. - 


Phase I: Pre-Impact with Warning 
When: 


This is the phase just before the disaster, eg: da’ s before 
the demolition of Babri Masjid; period between dnset of 
heavy rains and a flood; period between foiecast of 
cyclone and its actual occurrence. The pre-impact phase 
may not exist in all disasters. 


What happens: 


The affected may deny that any problems exists or could 


over-react. The people could also generally disperse 
responsibility to leaders and authorities. Around this 
time rumours, jittery and increased vigilance among the 
people are seen. 


What can one do: 


During this phase one needs to aim at achieving a balance 
between complacency and increased preparedness. Reas- 
surance of the community and providing adequate 
information which is reliable are the responsibility of 
policy makers and otl»-r relevant agencies. Appropriate 
@recautionary measures would need to be taken. 


Phase II: Impact Phase 
When: 


This phase is described as that period when disaster 
strikes. 


What happens: 


This is a phase of direct maximum unavoidable stress. 
Most of the survivors appear dazed, stunned and in a 
state of shock. A small number may become hyperactive, 
very fearful or even excited. Loss of memory for the event 
may also occur which is reversible. 


What can one do: 


Survivors who have lost their homes should be shifted to 
other safe places. Physical first aid should be provided 
along with food and shelter. The survivors should be kept 
preferably with their own kith and kin or others known 
to them. — 


All those involved in relief should spend time in listening 
to the Survivors' woes without being judgmental. 


Phase III : Post-Impact Phase 
When: 


This is the phase following a disaster and could extend 
for days, months or even years. 


What happens: 


Severe psychological symptoms are seen among the 
survivors. This depends on the magnitude of the disaster, 
nature of losses and the social support system available. 


Inability to sleep, startle reaction, hyper-arousal, recur- 
rent thoughts about the disaster, a conscious effort to 
avoid thoughts are some symptoms of the disaster. At 
times the survivors may also relive the experience 
(flashback) which she/he has experienced. Increased 
suspiciousness, fearfulness, thoughts that she/he is 
hounded by people may be seen among the riot affected. 
Anger is generally projected on fellow human beings in 
man-made disasters whereas in natural disasters it is 
turned inward leading to severe depression. 


As time passes depressive symptoms become very severe, 
characterised by sadness, lack of interest in work, 
decreased libido, feelings of hopelessness, worthlessness. 
This has been found to last for years after the disaster 
e.g., decades after the Cambodian war, survivors still 
experience psychological symptoms. 

Alcoholism, drug addiction are also consequences which 
follow disasters. 


Dr Harish Shetty is a psychiatrist who has worked extensively with the 
Latur earthquake victims and the Post-Ayodhya mot victims in 


Bombay. He has special interst in Psycho-social issues in disasters 
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PTSD (Post Traumatic Stress Disorder) is a term used to 
describe the mental health consequences as explained 
above which follow disasters. 


During this phase natural processes of cohesion based 
on caste, language, ethnicity, class, kinship, happen. As 
rescue and relief operations stop, frustration, anger and 
disillusionment sets in thereby vitiating the mental 
status of the affected. 


Aid, relief, attitude of NGOs and Government Agencies 
also influence the mental state of the people affected. 
Dependency, loss of confidence can get aggravated if 
material aid flows disproportivnately. 


What can one do: 


Mental health relief should be incorporated into any 
system providing succour after a disaster. Personnel 
involved in disaster relief should be trained in providing 
basic counselling. 


e Initiate and support group activities which would 
help express grief in a conducive environment. 


e Train community leaders and significant others in 
mental health relief. 


e Mental health activity should be woven into the 
development processes of the community. 


e High risk group such as children, women, elderly, 
widows and those physically affected by disasters 
should be focused for continuous care. 


Why Intervene in the area of Mental Health 


Research has shown that mental health consequences 
could persist for years in the absence of intervention. 
Improving the mental status facilitates speedy all round 
rehabilitation and brings the community back to normal- 
ity early. Complications such as suicide, alcoholism and 
deterioration of severe illnesses could be prevented. 


How to Help: A Few Guiding Principles. 


Mental health intervention begins when the relief worker | 
makes the first contact with the disaster affected. — 


Restructuring the environment begins by shifting the 
survivor to a safe place and providing first aid. 


During this period the mental health worker should be 
with them even if the survivors are unable to communi- 
cate. Simple reassurance and allowing them to grieve 
and express their loss should be encouraged. As days 
pass the survivors would start expressing the entire 
event repeatedly. The mental health worker should listen 
to it without haste. 


Simple activities aimed at coming together in groups 
should be encouraged. Expression of feelings and 
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thoughts related to the disaster should be facilitate 


All those involved in disaster relief should be sensitiv 
the psychological needs of the community. 


As the affected community evolves its own method: 
coping, relief workers should reinforce those which 
useful and use it as a learning experience. 


Getting back to their occupation appears to be a diffi 
task for a large number of survivors. This should 
tackled in a manner wherein small tasks and respo? 
bilities in the initial phase would help the survivo 
gradually move ahead with their pre-disaster occu 
tions. 


Women and children should not be ignored and in | 
merit special attention. 


Community leaders who are capable of handling mer 
health activity should be trained gradually and alloy 
to take charge. Those who are severely affected psyc 
logically should be referred for specialised treatmen 


Burn-out of relief workers is common and this can 
prevented by regular, psychological and educatio 
debriefing. Sharing experiences and feelings with | 
leagues should be on acontinuous basis. Weekend bre: 
when necessary could also help. 


Psychological wounds are invisible and need as mi 
attention as physical injuries. Hence a relief wor 
should seek training in the field of mental health. NG 
should incorporate mental health training into th 
training programmes. 


Mental health intervention helps to facilitate meaning 
community participation. This would ultimately leac 
faster and better all round rehabilitation. Hence, 
agencies should include a mental health component 
their disaster management plan. 


Survivors should always be kept with their kith and | 
or others known to them. .At no time should they 
allowed -to brood alone. Such simple facts should 
understood by all relief agencies and assimilated in th, 
working philosophy. - 


All medical personnel should be sensitive to mental hea 
needs. They should educate the people on a regular ba 
even during normal situations about mental health ne. 
and psychological consequences. . 


Transparency and co-ordination between all involved 
disaster relief would help draw priorities and a unifo 
activity all across the community. Lessons learnt 
mental health relief would help replicate success 
experiments and avoid those which have failed. 
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p | Kpidemics During Disasters 


TJ Healing and N Banatvala 


Epidemics are “the occurrence in a community or region 
of cases of illness in excess of normal expectancy”!. The 
aetiology and magnitude vary according to factors such 
as the agent, vectors, size of the population and previous 
disease exposure: In most disasters, even wars, more 
people die from illness than from trauma, (for example 
in the wars in Angola and Mozambique during the 1980s, 
for each person killed in combat, 14 died due to other 
causes). Although disasters do not inevitably lead to 
epidemics, they often cause large population movements, 
and an increase in the number of cases of a disease in an 
area may therefore not reflect greater rates. However 
even a small increase in incidence is serious and places 
an additional burden on health services. 


In disasters, malnutri- 
tion, crowding and stress 
increase susceptibility to 
ulness while the break- 
down of infrastructures 
mean that the risk of 
exposure to disease is 
increased. Mortality 
rates are often used as 
an indicator of health in 
emergencies. Crude mor- 
tality rates greater than 
1/10,000/day are serious, 
more than 5 per 10,000 
per day a major catas- 
trophe. In disasters ex- 
cess mortality occurs in 
all age groups but par- 
ticularly in children un- 
der 14 years of age. Or- 
phaned and separated 
children and pregnant 
women are especially 
vulnerable. 


bite immediate medical 
need in the aftermath of 
a disaster is to treat the 
injured, but urgent con- 
sideration should be 
given to establishing or 


Disease** 


Diarrhoeal diseases 


Measles 


Respiratory complaints 


Malaria 


Meningococcal meningitis 


Tuberculosis 

Helminths, particularly hookworm 
Scabies (a skin disease caused 

by mites). 

Xerophthalmia (infant blindness) 


Anaemia 


Teatanus 


preventive measure. 


and the community 


re-establishing basic surveillance to ensure outbreaks 
are detected rapidly. An emergency surveillance system 


needs to focus on no more than acute respiratory infection - 


(ARI), diarrhoeal diseases, measles and malaria which 
consistently account for 60-95% of all deaths in refugees 
and displaced populations’. For some infections (e.g. 
cholera and typhoid) laboratory confirmation with anti- 
biotic sensitivity patterns may be needed to ensure that 


appropriate treatment is given. 


Preparedness for epidemic disease is essential. Medical 
services in areas where natural disasters are likely (e.g. 
earthquake, floods) should have plans to meet disasters 
and should have appropriate stocks of drugs and other 
items available to meet them. However the establish- 


Main Causes 


Overcrowding. Contaminated water 
and food. 


Overcrowding 


Poor housing conditions. Shortage of 
blankets and clothing. 


A new environment with a type of 
malaria against which the refuges 
have no protection. 


Stagnant water becoming a mosquito 
breeding ground. 


Overcrowding in a region where the 
disease is endemic (it is often sea- 
sonal in certain places). 


Overcrowding. 
Overcrowding. Poor sanitation. 


Overcrowding. Poor bodily hygiene. 


Vitamin A deficiency (xerophthalima 
is often provoked by measles or some 
other acute infection). 


Malaria, hookwarm, shortage or poor 
assimilation of iron and folate. 


Injuries in an unvaccinated popula- 
tion. Poor obstetrical practice may 
cause tetanus of the newborn. 


**People suffering from malnutrition are particularly at risk of serious 
attacks of all these diseases. Good nutrition therefore constitutes an effective 


Source : Coping with Natural Disasters: the role of local’ health personnel 


ment of such stockpiles 
may be impossible in coun- 
tries with a very limited 
medical budget. Under 
these circumstances an 
awareness of what is 
needed and where it can be 
obtained rapidly, or of what 
to request from aid agen- 
cies, is essential. Planning 
is somewhat simplified by 
the fact that the illnesses 
that cause problems after 
a disaster are generally 
those which were always 
common in the area; rare 
or exotic diseases do not 
usually emerge. 


ARI 


World wide, ARI is the 
most important cause of 
death in children under 
five years old. Attack and 
case fatality rates are par- 
ticularly high in malnour- 
ished children, especially 
in overcrowded conditions. 
Key preventive measures 
include better shelter and 
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nutrition, less overcrowding, and immunisation against 
measles and pertussis. 


Diarrhoea 


Disasters provide the ideal setting for outbreaks of 
diarrhoeal disease. Such outbreaks can be devastating. 
In 1994, one million Rwandan refugees in Goma were 
~ exposed to cholera and dysentery, and over 50,000 people 
died in the first month*. The key is rapid, massive and 
effective use of oral rehydration salts (ORS) with large 
numbers of rehydration points. Many lives could have 
been saved in the Goma outbreak by better use of oral 
rehydration therapy, more rapid rehydration, use of more 
appropriate intravenous fluids, and proper training of 
health workers‘. In addition appropriate equipment 
should be stockpiled (e.g. fluids, disinfectants [especially 
hypochlorite], tents, buckets, mug and cups etc.). 
Rehydration needs adequate supplies of safe water. Some 
means of water purification is required. Boiling is best 
but where fuel is in short supply water purifying tablets 
should be on hand. 


Measles 


Measles was an important cause of refugee deaths during 
the 1980s and outbreaks were reported from refugee 
camps in Africa and Asia’. Case fatality rates can be high 
(e.g. a 32% case fatality rate among children in the Wad 
Kowli camp, Sudan, in 19855). Measles immunisation has 
been recognised as the first health priority in a displaced 
population and has greatly reduced the problem. Ensur- 
ing that a cold chain is in place to support such a 
Programme may provide a sustainable facility that can 
be used for other immunisation programmes. 


Malaria 


Disasters frequently lead to large scale population 


movements. This can lead to serious outbreaks ofmalaria | 


as non-immune individuals are exposed for the first time 
or infected individuals move into areas previously free of 
the disease®. As with diarrhoea the prime need is rapid 
treatment especially in areas where Plasmodium 
falciparum is endemic as this can kill in 48 hours. 
Information campaigns to ensure that those with fever 
come forward for treatment are an integral part of control 
programmes. | 


Malaria control in refugee camps is not simple. Poor 
conditions may lead to increase in mosquito breeding 
sites and to poor control and. treatment measures, 
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resulting in outbreaks. Control operations will depend o 
the level of information and technical skill availabl: 
Spray programmes should always be an adjunct to healt 
promotion, sanitation, environmental health and biolog, 
cal control methods. Impregnated bed nets have show 
great promise in reducing the incidence of infection 
Resistance to antimalarial drugs is becoming an increas 
ing problem. 


Other diseases 


Bres® and Benenson’ provide descriptions of the many 
diseases which could cause epidemics together wit 
details of control measures. These include meningitis 
typhus (louse borne, murine typhus, scrub typhus) 
rodent borne diseases such as plague, Lassa fever, anc 
haemorrhagic fever with renal syndrome, and arthropod 
borne diseases such as yellow fever and dengue. As with 
the more frequent causes of epidemic disease an aware- 
ness of the risks combined with a knowledge of where the 
necessary medicines and equipment to deal with them 
can be obtained, will allow a rapid response 
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Nothing Called a Good War 


Disasters , both natural and human-made strike hard on the health systems. Every disaster leaves a trail 
mortality and morbidity. The long term impacts in terms of disability and trauma is a challenge for relief ise" 
and humanitarian organisations. In India , apart from isolated efforts in certain pockets professional Oh he 
within the medical sector are yet to rise to the occasion, when disasters strike. Responding to seatgh needs during 
disasters is not an agenda for most of the NGOs . The support of health sector to humanitarian organisations 
during disasters can bring in lot of quality and yield better results. Efforts put by health / medical organisations 
in other parts of the world indicate the importance of their involvement during emergencies. Of late, the neutral 
role of medical personnels and their acceptability in conflict zones , has undergone a change and Fis are now 
getting directly involved and often initiating the peace process. Their philosophy seems to remind us that there 
is nothing called a good disease or a a not so bad disaster or a Just war. Here we introduce two such health 


based organisations. 


The International committee of the Red Cross (IRC) 


The International Committee of the Red Cross ( ICRC ) 
is anon-political, independent , humanitarian organisation 
which acts to help all victims of war and internal violence, 
attempting to ensure implementation of humanitarian 
rules restricting armed violence . ICRC's headquarters 
gis in Geneva. In 1996 the ICRC conducted ope -ations in 
80 countries around the world while maintaining a 
permanent presence in 54 of them . 


The ICRC has set up a network of regional and 
operational delegations throughout the world i: order to 
carry out its permanent tasks and field act ‘ities as 
efficiently as possible. A regional delegation ior South 
Asia was established in New Delhi in 1982. At present 
it covers directly India, Bangladesh, Bhutan, the Maldives, 
Myanmar and Nepal. Its activities are varied and 
correspond to the needs in the states concerned. In the 
region, the ICRC also established operational delegations 
in Pakistan ( 1980) , Afghanistan ( 1987) and SriLanka 
(1989). 


The Medical Division at ICRC headquarters plans and 
supports health activities in the field, which are closely 
linked with relief programmes : they include emergency 
preparedness, training of personnel, initial assessment of 
health problems in conflict situations, implementation of 


medical programmes for war victims (the wounded, 


prisoners, the civilian population, war-disabled) and 
#-.a\uation of the results. The Division has specialists in 
water supply and sanitation, nutrition, pharmacology, 
prosthetics, war surgery and health problems specific to 
detainees. 


Health activities conducted by ICRC and National 


Society staff in the field are not limited to providing 
medical care or taking action in areas such as sanitation, 
nutrition and rehabilitation. The ICRC's policy is to 
encourage the people it assists to achieve autonomy, 
especially by supporting or strengthening local medical 
facilities. 


A comprehensive approach 


The magnitude and diversity of health problems directly 
or indirectly caused by conflict call for a comprehensive 
approach on the part of humanitarian organisations. 
Indeed, to be effective the humanitarian agencies should 
not see their task as a mere juxtaposition of material and 
medical assistance programmes, however elaborate these 
may be. If they are to achieve their objective they must 
adopt a consistent working method that aims to meet 
people's needs (vital needs first), while guaranteeing 
respect for certain fundamental rights of war victims. 
The end of hostilities does not mean that life will 
immediately return to normal and it is often necessary 
to continue the humanitarian effort throughout the post- 
conflict period: every emergency operation must be 
followed by rehabilitation work. 


In its health :ctivities for war victims ( the wounded, the 
sick, the disab'ed, prisoners, displaced persons, civilians 
affected hy famine or denied access to water or health 
care), the Medical Division strives to adopt a.ccomprehen- 
sive apprvacn. ax does the ICRC as a whole. 


In parall:| with its operational work, the Division is 
fur gathering, analysing and structuring 
vained through the ICRC's experience of 


responsibi: 
information 
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nutrition, less overcrowding, and immunisation against 
measles and pertussis. 


Diarrhoea 


Disasters provide the ideal setting for outbreaks of 
diarrhoeal disease. Such outbreaks can be devastating. 
In 1994, one million Rwandan refugees in Goma were 
_ exposed to cholera and dysentery, and over 50,000 people 
died in the first month®. The key is rapid, massive and 
effective use of oral rehydration salts (ORS) with large 
numbers of rehydration points. Many lives could have 
been saved in the Goma outbreak by better use of oral 
rehydration therapy, more rapid rehydration, use of more 
appropriate intravenous fluids, and proper training of 
health workers‘. In addition appropriate equipment 
should be stockpiled (e.g. fluids, disinfectants especially 
hypochlorite], tents, buckets, mug and cups etc.). 
Rehydration needs adequate supplies of safe water. Some 
means of water purification is required. Boiling is best 
but where fuel is in short supply water purifying tablets 
should be on hand. . 


Measles 


Measles was an important cause of refugee deaths during 
the 1980s and outbreaks were reported from refugee 
camps in Africa and Asia®. Case fatality rates can be high 
(e.g. a 32% case fatality rate among children in the Wad 
Kowli camp, Sudan, in 19855). Measles immunisation has 
been recognised as the first health priority in a displaced 
population and has greatly reduced the problem. Ensur- 
ing that a cold chain is in place to support such a 
programme may provide a sustainable facility that can 
be used for other immunisation programmes. 


Malaria 


Disasters frequently lead to large scale population 
movements. This can lead to serious outbreaks of malaria 
as non-immune individuals are exposed for the first time 
or infected individuals move into areas previously free of 
the disease®. As with diarrhoea the prime need is rapid 
treatment especially in areas where Plasmodium 
falciparum is endemic as this can kill in 48 hours. 
Information campaigns to ensure that those with fever 
come forward for treatment are an integral part of control 
programmes. , 


Malaria control in refugee camps is not simple. Poor 
conditions may lead to increase in mosquito breeding 
sites and to poor control and. treatment measures, 
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resulting in outbreaks. Control operations will depend « 
the level of information and technical skill availabl 
Spray programmes should always be an adjunct to healt 
promotion, sanitation, environmental health and biolog 
cal control methods. Impregnated bed nets have show 
great promise in reducing the incidence of infectio: 
Resistance to antimalarial drugs is becoming an increa: 
ing problem. 


Other diseases 


Bres® and Benenson’ provide descriptions of the man 
diseases which could cause epidemics together witl 
details of control measures. These include meningitis 
typhus (louse borne, murine typhus, scrub typhus) 
rodent borne diseases such as plague, Lassa fever, ant 
haemorrhagic fever with renal syndrome, and arthropo 
borne diseases such as yellow fever and dengue. As witl 
the more frequent causes of epidemic disease an aware 
ness of the risks combined with a knowledge of where th: 
necessary medicines and equipment to deal with ther 
can be obtained, will allow a rapid response 
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Nothing Called a Good War 


Disasters , 


both natural and human-made strike hard on the health systems. Every disaster leaves a trail of 


mortality and morbidity. The long term impacts in terms of disability and trauma is a challenge for relief workers 


and humanitarian organisations. In India , apart from isolated efforts in certain pockets, professional bodies 


within the medical sector are yet to rise to the occasion, when disasters strike. Re 


disasters is not an agenda for most of the NGOs. 


sponding to health needs during 


The support of health sector to humanitarian organisations 


during disasters can bring in lot of quality and yield better results. Efforts put by health / medical organisations 
in other parts of the world indicate the importance of their involvement during emergencies. Of late, the neutral 
role of medical personnels and their acceptability in conflict zones , has undergone a ees and they are now 
getting directly involved and often initiating the peace process. Their philosophy seems to remind us that there 
is nothing called a good disease or a a not so bad disaster or a Just war. Here we introduce two such health 


based organisations. 


The International committee of the Red Cross (IRC) 


The International Committee of the Red Cross ( ICRC ) 
is anon-political, independent , humanitarian organisation 
which acts to help all victims of war and internal violence, 
attempting to ensure implementation of humanitarian 
rules restricting armed violence. ICRC's headquarters 
is in Geneva. In 1996 the ICRC conducted operations in 
80 countries around the world while maintaining a 
permanent presence in 54 of them . 


The ICRC has set up a network of regional and 
operational delegations throughout the world in order to 
carry out its permanent tasks and field activities as 
efficiently as possible. A regional delegation for South 
Asia was established in New Delhi in 1982. At present 
it covers directly India, Bangladesh, Bhutan. the Maldives, 
Myanmar and Nepal. Its activities are varied and 
correspond to the needs in the states concerned. In the 
region, the ICRC also established operational delegations 
in Pakistan ( 1980) , Afghanistan ( 1987) and SriLanka 
(1989). 


The Medical Division at ICRC headquarters plans and 
supports health activities in the field, which are closely 
linked with relief programmes : they include emergency 
preparedness, training of personnel, initial assessment of 
health problems in conflict situations, implementation of 


medical programmes for war victims (the wounded, 


prisoners, the civilian population, war-disabled) and 
@>yaluation of the results. The Division has specialists in 
water supply and sanitation, nutrition, pharmacology, 
prosthetics, war surgery and health problems specific to 
detainees. 


Health activities conducted by ICRC and National 


Society staff in the field are not limited to providing 
medical care or taking action in areas such as sanitation, 
nutrition and rehabilitation. The ICRC's policy is to 
encourage the people it assists to achieve autonomy, 
especially by supporting or strengthening local medical 
facilities. 


A comprehensive approach 


The magnitude and diversity of health problems directly 
or indirectly caused by conflict call for a comprehensive 
approach on the part of humanitarian organisations. 
Indeed, to be effective the humanitarian agencies should 
not see their task as a mere juxtaposition of material and 
medical assistance programmes, however elaborate these 
may be. If they are to achieve their objective they must 
adopt a consistent working method that aims to meet 
people's needs (vital needs first), while guaranteeing 
respect for certain fundamental rights of war victims. 
The end cf hostilities does not mean that life will 
immediately return to normal and it is often necessary 
to continue the humanitarian effort throughout the post- 
conflict period: every emergency operation must be 
followed by rehabilitation work. 


In its health :ctivities for war victims ( the wounded, the 
sick, the disab'ed, prisoners, displaced persons, civilians 
affected hy famine or denied access to water or health 
care), the Medical Division strives to adopt a comprehen- 
sive apprvacn. ax does the ICRC as a whole. 


In parall:] with its operational work, the Division is 
fur gathering, analysing and structuring 
eained through the ICRC's experience of 


responsibi: 
information 
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health activities and specific health problems in conflict 
situations; assessing the impact of those activities and 
passing on know-how to medical personnel working both 
within and outside the institution; and supporting ICRC 
campaigns to alert public opinion to the effects of, say, 
anti-personnel mines and blinding laser weapons. In 
1995 the Division employed at headquarters 13 doctors, 
two surgeons, five sanitary engineers, two nutritionists, 
and administrative staff to support and co-ordinate 
action in the field. 


Health of detainees 


During the year under review ICRC medical activities in 
prisons combined the provision of assistance with the 
protection of detainees. 


In Rwanda, the extreme overcrowding in places of 
detention following the arrest of over 60,000 individuals 
suspected of taking part in the genocide led toa mortality 
rate in some prisons of five to nine deaths per 10,000 
detainees a day ( in disaster situations, a rate of two 
deaths per 10,000 inmates per day is regarded as 
bordering on the intolerable). Since the authorities were 
unable to cope with the situation, the ICRC initiated a 
complex if unusual operation to provide food and firewood 
for cooking, repair prison water supply systems, latrines 
and showers, organise a system for treating and 
evacuating the sick, and distribute medicine. Asa result, 
the mortality rate fell to 0.15-0.4 deaths per 10,000 
detainees a day and it was possible to prevent the 
outbreak of epidemics. 


The disturbingly high prevalence of tuberculosis in 
prisons in Azerbaijan and Ethiopia prompted the ICRC 
to set up programmes for treating the disease, in co- 
operation with the detention authorities. Not only did 
this benefit sick detainees, but the health of other 
prisoners was protected because the risk of contagion had 
fallen. 


An outbreak of beriberi due to nmalnutrition in some 
places of detention in Haiti was halted by a combination 
of medical and nutritional assistance. 


In Yemen, the ICRC, implemented a project to upgrade 
water supply facilities and waste water disposal systems 
in prisons and, together with the National Red Crescent 
Society, launched a programme to provide medical and 
psychiatric care for mentally ill detainees. 


In Zaire and Madagascar, the countries' National Societ- 
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ies and local non governmental organisations carried ou 
water supply and sanitation programmes in prison: 
supplemented by food aid for the detainees. Th 
programmes were conducted with support from th 
ICRC: 


Assistance for the war-wounded and war-disablex 


The ICRC's programme for the distribution of surgica 
supplies and medicines to treat the war-wounded in th: 
former Yugoslavia continued throughout 1995, reachin; 
82 hospitals and surgical units. According to th 
beneficiaries themselves, the programme covered 8( 
percent of their surgical requirements. The value o 
monthly distributions varied between 6,50,000 anc 
8,80,000 Swiss francs during the relatively quiet perioc 
from January to March and from one million to 1.2 
million when the fighting resumed between May and 
October, before falling back to 8,90,000 Swiss francs in 
November ( fighting halted following the signature of the 
Dayton Agreement). Those fluctuations reflected the 
constant matching of Aid to needs. 


The ICRC hospitals in Quetta (Pakistan) and Lokichokic 
(Kenya), which care for people wounded in the conflicts 
in Afghanistan and southern Sudan, respectively, re- 
ported sustained activity, with 3,924 wounded admitted 
and 10,723 surgical operations performed during the 
year. While a surgical team was maintained at the Juba 
hospital in Sudan, the ICRC handed over responsibility 
for surgical activities in the hospitals in Jalalabad, 
Afghanistan, and Mongol Borei, Cambodia, which it had 
rehabilitated, to local partners and a National Society, 
respectively. A first-aid post was opened in Kandahar, 
Afghanistan, pending completion of rehabilitation work 
on the townis surgical hospital in 1996. 


The ICRC's prosthesis workshops where war amputees 
are fitted with artificial limbs that must continue 
operating beyond the emergency phase, it is important 
to ensure that their activities can Carry on after the 
ICRC's withdrawal; this often proves difficult owing to 
the lack of reliable partners to take over responsibility for 
the task. During 1995 twelve projects of this type were 
handed over to different organisations (National Societ- 
ies, non-governmental organisations and local founda- 
tions) in Myanmar, Mozambique, Lebanon, Syria and 
Eritrea. Four new projects were launched in Afghanistan 
and Angola. At year's end the ICRC was running 19 
projects for the rehabilitation of the war-disabled in nine 
countries. Two former ICRC projects (i.e., the workshop 
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in Ho Chi Minh City and the training centre in Addis 
»Ababa) carried on with the support of the ICRC’s Special 
Fund for the Disabled. 


In June, a meeting of experts organised in Phnom Penh 
by the International Society for Prosthetics and Orthotics 
and USAID, endorsed the technical approach adopted the 
ICRC for the production of prostheses in developing 
_ countries. The institution's workshop in the Cambodian 
- capital continued to supply components for prostheses.to 
various non-governmental organisations working in the 
country. 


ICRC support for health facilities also includes the 
supply of basic medicines to dispensaries, polyclinics and 
hospitals, since in conflict-stricken areas it is important 
to ensure that the sick as well as the wounded have access 
to proper medical care. In 1995 such assistance had to 


be provided in most of the countries covered by ICRC 


operations. | 


~ 


Water, sanitation and Nutrition 


The ICRC's water and Sanitation activities form an 
integral part of health Programmes and are steadily 
expanding. In 1995, ICRC and National Society sanitary 
engineers and technicians were working in 20 countries, 
supplying emergency drinking water to displaced people 
and rehabilitating complex water treatment and distri- 
bution systems covering towns and even entire regions. 
They also carried out numerous Sanitation and water 


supply projects in health facilities and places of deten- 
tion. 


ICRC nutritionists conduct surveys in different war- torn 
and conflict spots to assess the nutritional situation 
there. Their missions help to identify needs and plan the 
provision of food aid. | 


Medical Emergency Relief International (Merlin) 


(In The Next 72 Hours Anything Could Happen - the MERLIN rapid response teams in action) 


Lucy Hannah 


When half a million refugees walked home from Zaire to 
Rwanda last year, a MERLIN team of five doctors, eight 
nurses and eight support staff were among the first to 
receive them. Within one hour of hearing that Mugunga 
Camp had dispersed and thousands of people were 
heading for the border, the nurses had managed to set up 
a hospital and medical facilities close to the border to cope 
with the influx. MERLIN volunteer Rebecca Trafford- 
Roberts was on the border as the refugees arrived: “from 
5am to llpm every day MERLIN treated over 1,000 
exhausted and dehydrated people mostly suffering from 
diahorrea and vomiting. We had to make splints from 
planks of wood, and tree branches were collected to 
improvise as drip stands.” Over the next four days, 
MERLIN doctors and nurses gave more than 3,000 
consultations at the border health post and delivered 14 
babies . Meanwhile the MERLIN team on the other side 
the border in Zaire were trying to reach those who fled 
nto the hills and forests around Mugunga Camp. They 
had to deal with bodies left after a massacre as the camp 
dispersed, and to evacuate badly wounded people who 
could not get away by themselves. “The team found two 
men who had just been macheted by soldiers. One had 


been cut right through the skull, which killed him 
instantly,” Rebecca remembers, “The other had been 
slashed across the throat and died just as we arrived. We 
could see the soldiers wandering off down the road.” 


The Central African crisis is just one in a long list of 
trouble spots around the world where MERLIN— Medi- 


_cal Emergency Relief International—has worked. MER- 


LIN is an independent British medical charity which 
specialises in reaching disaster zones during the first 
critical phase of an emergency anywhere in the world. 
Behind the doors of its news headquarters in central 
London, potential troublespots worldwide are constantly 
monitored for early warnings of a crisis. MERLIN is on 
call 24 hours a day for news from regional offices, field 
workers, international contacts, and media sources. 


When disaster strikes, a rapid evaluation team is flown 
in to assess medical needs. Then a field team arrives, 
typically made up of a doctor, nurse, logistician and 


Lucy Hannah is a freelance journalist specialising in the arts and 
overseas development. She has worked for the BBC World Service and 
The Spectator Magazine. 
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administrator. Each team is selected to suit the emer- . 


gency and is reinforced by specialists if necessary, for 
example a nutritionist or an epidemiologist. All are 
volunteers selected for their professional skills and 
personal commitment. Medicines, radios, and vehicles 
are rushed to the disaster zone ready for their arrival. 


In 1994, Dr. Paul Eunson was given three months leave 
from his job as a senior registrar in Birmingham to be 
MERLIN’s medical co-ordinator at the Ndosho Orphan- 
age in Goma, Zaire. At that time, MERLIN had to cope 
with children fleeing from the war in Rwanda. He 
explained: “After seeing the scenes of disease and despair 
on television, I knew I had skills and experience which 
could help. In a single week we had two thousand 
children coming to us. They were orphaned or alone, 
traumatised and vulnerable. Many were hungry and sick. 
Each day more children were brought in by lorry, some 
already dead, the rest in poor condition.” 


MERLIN’s priority at Ndosho was to support orphanage 
staff and local volunteers in controlling and treating 
disease, developing a nutritional care programme and 
providing the children with some kind of structure to 
their new lives. The MERLIN team found innovative 
ways to put dysentery education into the hands of the 
children. Dr Eunson explains: “We encouraged them to 
compose their own songs and mime how dysentery could 
be prevented. We held a Dysentery Song Contest where 
the children sang and danced and put over their health 
message. Their songs were broadcast on a local radio 
station to the other camps.” This project was recognised 
by the Pierre Straus Association which awarded its 
international prize for paediatric care to the MERLIN 
programme. ° 


All MERLIN’s programmes are based on a clear identi- 


fication of medical needs, and throughout the projects _ 


MERLIN makes sure its teams work with local health 
services and other international agencies to ensure the 
best use of resources. They train health staff, rebuild 
hospitals and supply medicines and equipment to local 
medical authorities. Each team stays in the field until the 
situation has stabilised, typically for six months. Cur- 
rently MERLIN has projects as diverse as repairing war 
damaged health centres in Chechnya, and combating 
Lassa fever epidemic in Sierra Leone, to providing winter 
clothing’for Marsh Arabs in refugee camps in southern 
Iran and developing family planning education in Farah 
province in Afghanistan. 
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Volunteers for MERLIN have to.come armed w 
commitment, medical expertise, strength, and huma 
tarian passion. They often find themselves in extre 
situations coping with frustration, anger, disappoi 
ment and success. It is a far cry from’ the world 
intensive care and hi-tech equipment in many Brit: 
hospitals. Last year, Rachel Tapsell, a nurse in Ke 
swapped her ward for a war zone in Afghanistan. She w 
the first Western woman allowed into Kandahar since t 
province was taken by the fundamentalist Islan 
militias of the Taliban in 1994. 


Until MERLIN’s arrival the Islamic authorities h 
forbidden male doctors from treating women and h 
banned women from working ‘in or attending clini 
“Just trying to negotiate my passage into the provin 
was something of a challenge,” says Rachel. “T 
authorities allowed me to work only if I agreed to we 
a burqa, an all-enveloping veil covering the body fro 
head to toe, with fabric mesh across the eyes. I learn 
to live with it because it represented part of the cultu 
within which I had agreed to work, but wearing it w 
an overwhelmingly isolating experience. I obeyed th 
local custom out of respect for the women living there az 
because they needed access to healthcare.” 


Rachel believes that her presence made it possible for t] 
team to negotiate with the authorities to establish clini 
for women and children: “Although the education 
women was banned, we managed to start a trainiz 
programme for traditional birth attendants, which. e 
abled local village women to provide health care f 
women in their own homes.” 


After each crisis, MERLIN regenerates the local healt 
infrastructure through medical training and manag 
ment support. Progress is constantly monitored ar 
performance reports are submitted to donors. Then tl 
team returns home and MERLIN waits for the next cal 


MERLIN is looking for medical and 
non-medical volunteers for short term 
contracts overseas. For details please 
contact the Human Resources Dept at 
MERLIN, 14 David Mews, London WIM 
1HW, UK. 
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From the (Guest) Editor's Desk 


>is a myth that faster communication automatically 
leads to better response to human tragedy. Pictures of 
emaciated children beamed through satellites became 
just another bit of infotainment. Click the remote button 
and flash in a differenet channel. As they say, you have 
the freedom to choose; not to respond. It is a question of 
attitude and training. We fail drought after drought, 
disaster after disaster, to put our acts together to reduce 
the human misery and disease burden. Evaluation 
reports of disasters such as the 1993 Marathwada 
earthquake, 1996 Rajasthan floods, the cyclones in 
Andhra Pradesh, and the 1994 malaria outbreaks in 
Rajasthan and north-eastern states of India have invari- 
ably pointed an accusing finger at the medics. They failed 
in all these cases to meet the health needs of the affected 
deople. 


Worse, medical professionals, supposed to be the best 
rains in the country till the medical entrance test at 
east, seem to acquire learning disabilities of clinical 

oportions once they put on their white coat. Otherwise 
z, to explain the repeat of mistakes and indifference 
hey show during disaster situations and relief opera- 
ions ? 


Jften the medics are the last to show up on a spot of 
lisaster, after police, the press, the neighborhood volun- 
eers and others arive. This shows that they have 
orgotten the Hippocratic principle of helping people in 
nisery. Those who turn up often pack up after a few days 


f offering tokenistic conventional treatment. They fail to - 


ecognize or cater to the special health needs of people 
raumatized and disabled by the disaster. Sadly, the 
lumanitarian gesture of doling out medicines is often 
neffective. At best they may relieve the provider of guilt, 
f there is any. 


Jisaster relief is not on the agenda of professional 
rganisation in the medical field. Indian Medical Associa- 
ion, Indian Psychiatrists Association, Indian Association 
f Epidemiologists and similar bodies have yet to address 
he issue of providing medical relief during emergencies 
nd disasters. Their training programmes and seminars 
ave yet to include this aspect of medical practice. 
‘Smehow doctors do not see it as part of their duty to 
r in time to disaster victims. 


he international practice of providing effective disaster 
tlief has however gone far ahead. Providing special 
ledical aid — including physical and psychological relief 
- to the affected people, healthcare workers now look 


at the basic issues that triggered off the disaster in the 
first place. That is especially the case in the case of 
human-made disasters. Worldwide, healthcare 
organisations such as Medicins sans Frontiers (Doctors 
without Borders), Medical Emergency Relief Interna- 
tional (MERLIN) and other bodies like the International 
Committee of the Red Cross (ICRC) and Division of 
Emergency and Humanitarian Action of the World 
Health Organisation (WHO), have demonstrated this 
breaking away from convention. 


There are several examples of medical professionals 
playing a crucial role in facilitating peace processes in 
some of the worst affected conflict zones. Even in a war- 
torn Afghanistan some of these groups could bring about 
cease-fires at least to run medical operations. History of 
the Sri Lankan ethnic conflict also shows the positive role 
played by medical groups in protecting civilians caught 
in the crossfire. 


Closer home, the recent abduction of noted health activist 
Sanjay Ghose by militants, shows the threat posed to 
health intervention in conflict areas. What brought 
Ghose primarily to the North East was mainly the history 
of malaria outbreaks in the area. He was hoping to 
replicate the success story of reducing the disease in 
Rajasthan after the 1994 outbreak in which more than 
1000 people died. In the process, he had to mobilize the 
local villagers in the North East, pitching him against the 


‘militants who were running a parallel administration of 


sorts. Fighting disease in a troubled zone is a difficult 
task. It requires a concerted effort and solidarity from 
professional medical organisations. 


In the face of brave examples like Ghose and the doctors 
and other health workers in conflict zones varying from 
Afghanistan to Zaire, the conventional medical practitio- 
ners pale. Amidst comfortable urban-based super-spe- 
cialized practice and tinkering of cash box they live upto 
another role model -. that of an ancient Roman king. 


PV Unnikrishnan 
(Guest Editor) 


| This special issue of the bulletin on 
Disasters has been put together by 
Unnikrishnan PV, a MFC Member 
Who currently works as a consultant 
on Disaster Emergencies with the 


oxfam (India) Trust. 
Sin ssossn-seceesssninaessuneal a 
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here are no devils left in Aell, they cre all in 
Rwanda,” was the remark by a relief worker during 
the holecaus? in Rwanda during the summme: of 1994, 
More than 50.000 human beings dizd and more than ore 
million people became refugees within few days. 
Uniortunately, Rwanda episede is not isolated. 
Refugees have been growing in number, crossing a 
| «figure over 2° million worldwide as of today. Even the 
pessirists could not have predicted it. Afeanisthan, 
Burund, Vietnam, Sri Lanka and ‘he former Yugoslavia 
confine fo haunt and put hurnaruity to share. Add fo 
fis te oullions displaced due to natural calamities, itl 
weceived “cevelopment projects” like big dams and 
wii Slide like in Kashmir and Gaza strip. This is a 
| Browins concer. 
| in firtia foo, concern is growing. India has accepted 
| refegees “liberally” in the past. Some of the refugee 
“ conumunities heave demonstrated fo @ greater extent the 
| possibdities cf a peaceful refugee co-existence ut a host 


tcouniry. The equations we pie fast often diluting 


) Bons BF thie 'é “hath ra eS Fists in Arun Ani Pradesh 
Las ene cpisode which demonstraies this fact. 
Refugees became so not by choice, but us a last resurt 
—~ fhe orty option left for ther: in order to survwe. If ts 
(é@ fundamentet! duty of all of us not to reject thern. 
Rewever, fack of rational refagee policy an’ political 
initiative faihker complicates the situation. <xcept for 
p eppcrte: rustic poltical benefits, he refugee quistion has 
5 never been ar agenda for most of the fndics: poktical 
l pales 
> While a weak social support system, especially poor 
je health care reassures coniribute to the plight of reliugees, 
Ferisger Sstuation further taxes the existing extreme 
| crical situation in underdeveloped countries. On the 
other excessive military spending civerts the 
Searce resources avatlabie for health care aid edtica- 
“for, resultine im the conplete breakdown of social 
support systent. This miggers a host of proviens, lke 
Cpideruc araong the poor. 
Sarens self lead to tension bettveen countries, 


frail, 


ssherange mane 2 


conics 


fe raddary expenditure into det elopment i underde- 
velgpe? couriries, can provide health care and sufe 
mrivikeing waier for all. 

The vole of civilian organisations urrefugee situanons, 
: peace moakioy and peace buildng exercises ts being 
inereasinaly re baileeet today. Of course, vested interest 
fave questioned this concept. How long tt wil take for 


Se asec + mee tak? Anan. sam SE gy Senger terre ons 


Moreopver, prokieration of 


end in len robiece situations, dust a diversion of 12% of 


a eee 


civilian organisations to wake up to this reality on peace 
and refugee issues? Each ticking moment is expensive 
and devastating for the hiunanity. 

The question of environmental and economic refu- 
gees also needs to be addressed. Economic pressures 
have resulted i a major influx of refugees across 
infernational borders. The shocking revelations by the 
corunervial sex workers from Nepal whe were detained 
recently ai the Indo-Nepal border explains to what extent 
poverty can drive thern to. 

On the other hand, as remarked by well Rnown 
Canadian econo nist Michel Chossudovsky poverty re- 
sulting from disastrous economic polictes, under the 
diktats of IMF [World Bank/GATT, can flare civil strife. Will 
this be art eye opener to the countries wee are jurnpig 
into fhe bandwazon of SAP ? 

The reed of the hour is to invest in peace. Hurmani- 
tarian organisations are adapting themselves to the fast 
changing political situation in fhe world, The progressive 
shift is nat justto address the problem of retugees but the 
refugee prablerm itself, This ts a welcome move. 

While searching and working for peace in refugee 
camps and conflict situations, the relief workers, espe- 
cially health workers have a challenging and heart 
rending job. They deserve solidarity from all quarters, in 
the ebb and flow of tides of contlict in rehigee sittuiatons, 
it is these handful of unflinching people who prove that 
it is tot the waves or fides which contro! the ship, but a 
determined and prepared naevigctlor. 

Refuuees arc a human challenge to humanity. 
Collective misery of millions of refugees, and the rest of 
the world who accommodate them, tllustrates if, The 
issue calls for urgent action. Perhaps tt may be foo 
optimistic to think that @ sincere and co wainated effort 
by concerned organisations can seitle Me refugee ques 
tion for ever. But such an atternptcanreaily pave the way 
for the most basic action — the victinis cart be recognised, 
ever if te guilty can’t be punished. Hou mach of this 
concern is @ pricrity for us? Are we prepared to face the 
challenge? 

Shouldn't we call an end to ail wars, waging ard 
raging in different parts of the world, In this wanton 
billing ard mayhem, can’t we stop to think, what for and 
whose eood all this war ts? 

There are nv pay offs in wars, usurgency, 
mitituncy, internal displacernents except reaping @ nerve 
shatterirs, trasic and pathetic crop of dead bodies and 
refugees. Shouldn't we all stai id up and say, “enous ts 
errough, No more of war. Let Peace be there, once and 
for all”. Let's s join hands in ensuring thts. 


FOES, 
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Irene Khan 


he number of refugees are rising 
worldwide, posing one of the 
greatest challenge to humanity. 
Pick up a newspaper, turn to 
world news on your radio, or switch 
on the TV, and you will find at least 
one item about people forced to flee 
their homes, about refugees or dis- 
placed persons. When the United 
Nations High Commissioner for Refu- 
gees (UNHCR) was established by 
the UN General Assembly in 1951 to 
protect and assist refugees and find 
solutions to their problem, the world 
counted one million refugees. Today, 
there are over 28 million persons of 
concern to UNHCR. This number 
includes refugees (people who have 
crossed an international border as a 
result of war, violence or serious 
human rights abuses), internally dis- 
placed (those who have been up- 
rooted for refugee-like reasons but 
| have not crossed into another coun- 
try), as well as returnees (former 
refugees who have returned home 
but have not yet been reintegrated). 
The largest numbers, around 12 
million, are to be found in Africa, 
then comes Asia with over 8 million. 
Europe, reeling under war in the 
Balkans and parts of former Soviet 
(inion, is not far behind with some 
| 6.5 million persons. Only the Ameri- 
| cas have shown a steady decline. 
Whether in central or west Af- 
rica, the former Soviet Union or 
the Balkans, the Middle East or 
parts of south Asia, ethnic and 
| religious tensions, often aggra- 
vated by poverty, demographic 
pressure and environmental deg- 
radation, have erupted into vio- 
| lence, forcing millions to flee their 
| homes and seek shelter in 
| neighbouring countries. The hu- 


World Refugee Situation : 
A Cause for Concer 


aK) 


n 1985 the countryside in Ethiopia was emptied of people as they flocked to feeding 


Irene Khan is the Chief of Mission of the 
UNHCR in India. She has been working 
with UNHCR since 1980 under different 

capacities, as Deputy Representative in the 

UK and the Republic of Ireland, and Senior 
Regional Advisor for Asia and Oceania. 
Before taking charge in India, she was the 
Senior Executive Officer of the High Commis- 
sioner, Ms Sadaka Ogata. 


Ms. Khan is a graduate of Harvad Law 
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Commission of Jurtsts. 
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camps, seeking food handouts and medicine that kept some, but not all, alive. Over 


a million died. 


manitarian crisis in northern lraq, 
displacing some 1,700,000 Iraqi 
Kurds in the spring of 199] was 
followed by the exodus of over 
1,000,000 Somali refugee. Then came 
former Yugosiavia with over 4,000,000 
refugees, internally displaced and 


besieged civilians. Tajikistan, Geor- 


gia, Armenia, Azerbaijan, Rwanda, 
Burundi and Chechnya followed in 
rapid succession, to name only a 
few of the humanitarian emergen- 
cies with which UNHCR has had to 
cope in recent times. 

ironically, mass exodus has been 
paralleled by opportunities for large- 
scale voluntary repatriation of refu- 
gees, albeit often under fragile or 
uncertain conditions. In recent years, 
UNHCR helped some five million 
refugees to return home to central 
America, northern Iraq, Afghanistan, 
Tajikistan, South Africa, Mozambique, 
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Angola, Horn of Africa, Rwanda, 
Cambodia, Sri Lanka, and Myanmar. 


Regional Perspective (Indian sub- 
continent) 


Rwanda, Burundi, Somalia, Iraq and 
Bosnia have become synonymous ir 
popular minds with uprootednes: 
and the search for a solution tc 
human tragedy. But the refugee 
problem is not confined to distan 
places alone. The Indian subconti 
nent has long been the scene o 
large-scale population movements 
Since 1947 some 35-40 million peopie 
have moved across borders. 


India 

| The very birth of India was market 
by massive population displacemen 
from Pakistan to India, and fron 
India to Pakistan. In subsequen 
years the people and government ¢ 


: 
- 


- 


India opened their doors to Tibetans, 
Sri Lankans, Chakmas, Afghans and 
others, to not to forget the ten million 
who fled East Pakistan in 1971. 
Today, there are some 25,000 refu- 
gees in India, which can be rightly 
proud of its record in receiving and 
assisting refugees. 


Bangladesh 


Since its independence in 1971, 
Bangladesh twice hosted Rohingya 
refugees from Myanmar, the first 
time in 1978. Most of the refugees 
were able to return home the follow- 
ing year. However, a second exodus 
occurred in 1992 of 250,000 Rohingya 
refugees. UNHCR assisted the Gov- 
ernment of Bangladesh to receive 
the refugees and helped more than 
200,000 refugees to return home. 
Today, UNHCR’s main emphasis in 
on reintegrating the refugees in their 
home communities in Myanmar 
through micro-projects and other 
forms of assistance. 


Nepal 


Like India and Bangladesh, Nepal 
too has been hosting refugees. There 
are over 90,000 refugees in Jhapa 
who arrived from Bhutan in 1992. 
While the international community 
through UNHCR is providing hu- 
manitarian assistance, prospects for 
solution are yet to emerge to the 
plight of the people condemned to 


camp life for five years. 


fran and Pakistan 


The search for solutions to refugee 
problems is a complex process, as 
shown by the case of Afghanistan 
where internal conflict which was 
originally rooted in Cold War politics 
appears to have acquired a life of its 
own. Although foreign troops were 
withdrawn and a formal peace agree- 
ment was signed some years ago, 
the fighting has continued among 
the various Afghan factions, generat- 


_ing new displacement and slowing 


down the reintegration of many of 
the 1,500,000 refugees who returned 
after the peace agreement. Mean- 
while, over 2,700,000 refugees con- 
tinue to remain in Iran and Pakistan. 
UNHCR in India has registered over 


20,000 Afghan refugees in the Delhi 
area. 


Sri Lanka 


In Sri Lanka, protracted conflict has 
also prolonged the refugee problem. 
UNHCR has been monitoring and 
assisting Tamil refugees returning 
from India since the mid-1980s. After 
an agreement with the Government 
of India in 1994, UNHCR verified the 
voluntary nature of repatriation from 
India, but movements have been 
stalled for more than a year because 
of renewed military activity. UNHCR’s 
Sri Lankan operation is novel in that 
it deals with the internally displaced 
as well as returning refugees. When 
severe fighting in 1990 displaced 
much of the civilian population, 
UNHCR realised that unless the in- 
ternally displaced were helped, they 
would be forced to flee to India and 
swell the refugee numbers. With the 
consent of the Government, UNHCR 
extended its humanitarian assistance 
to the displaced and established 
“open relief centres” in northern Sri 
Lanka, which are recognised by all 
parties to the conflict as neutral 
ground, free of military activities, 
where civilians can receive tempo- 
rary sanctuary, until the fighting sub- 
sides and they are able to return 
home. 


Refugee Emergencies 


The first priority in any emergency is 
to save lives. Thus it is important that 
refugees are granted asylum and 
protected from danger. Physical se- 
curity of refugees is a major concern 
in emergencies because refugees 
are often located close to areas of 
conflict or insecurity, or in remote 
areas where the host government 
itself faces problems in ensuring law 
and order. Most refugees flee from 
and seek asylum in some of the 
poorest, most remote and often 
unstable regions of the world, mak- 
ing the tasks of protection and assis- 
tance extremely difficult. Countries 
which are barely able to provide for 
their own citizens find themselves 
having to host others from across the 
border. Not only are local resources 
and capacity strained, but the very 


| 
| 
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size of the influx can create or at : 


least be perceived as security threat 
by the receiving country, making the 
government reluctant to grant asy- 
lum. International solidarity and sup- 
port, as well as the presence and 
assistance of UNHCR, other interna- 
tional organisations and NGOs can 
make a critical difference to the 
protection of refugees in such situa- 
tions. 

It is equally important to meet the 
immediate physical needs of refu- 
gees, including health care, shelter, 
food, water, sanitation, and to pro- 
vide social services. During flight 
refugees might have little or no food 
or clean water, may have long dis- 


tances to walk, and are sometimes - 


exposed to harsh weather condi- 
tions, as well as harassment, physi- 
cal violence and trauma. The very 
young and the elderly are obviously 
the most vulnerable. 


CMR 


Not surprisingly, excessive mortality 
rates are a defining characteristic of 
an emergency. The crude mortality 
rate (CMR) is the principle yardstick 
in measuring the effectiveness of the 
relief effort. It represents the number 
of persons dying each day per 10,000 
population. Relief programmes 
should aim at achieving at CMR of 
one death per 10,000 population per 


day shortly after the onset of the . 


emergency. This rate still represents 
approximately twice the normal CMR 
for non-displaced populations in most 
developing countries. A higher rate 
or significant fluctuations in it repre- 
sent inadequacies in the emergency 
response which must be rectified 
immediately if a major tragedy is to 
be avoided. 

The first days and weeks of an 
emergency represent the greatest 
risk, in particularly among children 
under 5 years old. Preventable dis- 
eases are the main causes of death, 
such as malnutrition, cholera, 
measles, cholera, diarrhoea, acute 
respiratory infections and malaria. 


The crude mortality rate forGoma . 


(Zaire) in July 1994 (see Table 1) was 
one of the highest in recent history. 
On average 1,500 persons died per 
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Table 1 


Monthly Crude Mortality Rate (CMR) in Select Refugee Populations with 
Baseline CMRs in Countries of Origin. 1978-1994 
Month/Year Host Country. of Refugee .| Baseline -. 
Country Origin CMR . CMR 
Jan/Dec 78 Bangladesh Burma 6.3 
Oct 79 Thailand Cambodia 31.9 
Aug 80 Somalia Ethiopia 30.3 
Jan/March 85 Sudan Ethiopia 16.2 
Sep 85 Sudan Chad 24.0 
Jan/Jun 87 Malawi Mozambique 1.0 
Sep 88-Aug 89 Ethiopia Somalia 3.8 
July 90 Ethiopia Sudan 6.9 
Jun 91 Ethiopia Somalia 14.0 
Apr 91 Turkey fraq 12.6 
July 94 Zaire(Goma) Rwanda 60-105 


day during the first weeks of the 
emergency, or an estimated total of 
50,000 persons. The majority of the 
victims were children, women and 
the elderly. Although UNHCR had 
emergency teams in place in the 
region since April 1994, the size and 
suddenness of the movement (over 
10,00,000 people arriving in Goma in 
less than 3 days) overwhelmed the 
capacity of the emergency response, 
and led to an outbreak of cholera. 
Added to this, the refugees were 
located in an area which had little 
natural water resources or possibili- 
ties of shelter. 


Emergency Preparedness 


Response to any emergency is de- 
pendent upon preparedness, which 
in turn has to be linked to stand-by 
capacities that guarantee the rapid 
mobilisation of personnel and equip- 
ment. Timely and early presence in 
the area affected by the emergency 
is critical for providing protection to 
the refugees, ensuring delivery of 
| humanitarian relief, and identifying 
opportunities for a solution. Close 
cooperation and coordination among 
the international and national agen- 
Ci€s is essential to avoid duplication, 
identify shortcomings and make best 
use of the scarce resources. 

| With the proliferation of refugee 
| crises, emergency preparedness and 
|“ response have become a mavcor 
| activity of UNHCR which has estab- 
lished emergency response teams, 
stockpiles of basic relief items and 
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an Emergency Fund of US$ 25 mil- 
lion. In addition, UNHCR has signed 
agreements with a variety of NGOs, 
governments and other international 
organisations to provide personnel, 
especially technicians, and equip- 
ment. Special training programmes 
have been developed for UNHCR 
staff as well as government officials 
and NGOs. Thanks to these arrange- 
ments, UNHCR can deploy an 
emergency team within 72 hours 
to any corner of the world. 

An important aspect of emer- 
gency response is meeting the spe- 
cial protection and assistance needs 
of women and children who may be 
exposed to violence, sexual exploita- 
tion, and, in the case of children, 
military conscription or forcible adop- 
tion. Women and children constitute 
the vast majority of the global refu- 
gee population. A significant propor- 
tion of refugee households are 
headed by women, because their 
men folk have stayed behind or have 
been killed. In addition to traditional 
female family tasks, these women 
have te cope with new responsibili- 
tes previously undertaken by men. 

The issue of empowerment of 
refugee women needs to be given 
greater attention, whether in exile or 
upon return to their home country. 
In times of social breakdown, it has 
often been seen that women be- 
come the stabilising force in the 
community, maintaining traditional 
structures and bringing about a sem- 
blance of normality. The health sec- 


SL See 


tor is one area where women play a 
crucial role, not only as recipients 
but also as resource. Preventable 
diseases such as measles, cholera, 
diarrhoea, acute respiratory infec- 
tions and malaria, are caused by 
unclean water, malnutrition which 
lowers resistance to infection and 
inadequate shelter. It is usually 
women and girls who collect the 
water, cook the food and care for 
the home. By educating refugee 
women on primary health care, by 
ensuring their access to food, clean 
water and shelter, the health of the 
whole refugee population can be 
improved. 


Returning Home 


Appropriate health services are criti- 
cal not only when refugees flee, but 
also when they return home. Volun- 
tary repatriation in safety and dignity 
is the best solution to a refugee 
problem. However, most refugees 
are returning to countries which 
have been devastated by war, to 
areas which are poverty-striken, to 
fields which have been mined and 
homes which have been destroyed. . 
The potential for solution can easily 
become the seed for disaster in the 
face of premature return of refugees 
to insecure and unsatisfactory con- 
ditions. Successful repatriation de- 
pends on the one hand on adequate 
protection and security of returnees, 
and on the other on improved pros- 
pects of economic and social reha- 
bilitation of the returnees as well as 
the communities to which they are 
returning. 

Some 360,000 Cambodian refu- 
gees had lived in the well-run camps 
on the Thai border for more than 
thirteen years. When the time came 
for them to return to Cambodia after 
the peace settlement in 1992, UNHCR 
and other humanitarian agencies 
were afraid that the prolonged stay 
in the camps had weakened the 
immunity of the refugees to the 
various diseases prevalent in rural 
Cambodia, and long-term depen- 
dence on international assistance 
had sapped their will to become self- 
reliant. All returnees were inocu- 
lated prior to their departure. Though 


Dith Pran visits one of the mass graves in Cambodia thai testify to the genocide he 
managed fo escape. This building on the road to Angkor Wat had been wrecked by 
artillery shelling in the early Seventies. When the fighting was over, people dug up the 


corpses and siacked the skulls on a table. 


they still had to contend with a war 
devastated Cambodia which was ill- 
prepared to receive such large num- 
bers, the refugees fared well, thanks 
to their own commitment to return 
and rebuild the country and the 
efforts of UNHCR, other international 
agencies, and NGOs. In the end, all 
the refugees were able to return 
home to participate in the elections 
organised by the United Nations. 
For UNHCR, the concerns are inot 
only socio-economic but also relate 
to the basic security of returnees. 
Verifying the voluntary nature of 
return and monitoring physical safety 
and security of refugees after they 
have returned are important func- 
tions of UNHCR mandate of interna- 
tional protection. Normally, UNHCR 
obtains assurances from the coun- 
tries concerned and with their con- 
sent establishes its presence to en- 
sure adequate monitoring, as it has 
done, for instance in Myanmar and 
Sri Lanka. This also helps to create 
confidence among the returnees. 


QIPs 


Health care, clean water, primary 
education, basic income-generation 
are as essential as guarantees of 
physical safety and security to make 
sure that those who return are then 


the relationship between socio-eco- 
nomic development and successful 
repatriation, UNHCR has taken an 
active role in reintegrating refugees 
in theirhome communities. UNHCR’s 
main “tool” has been QIPs or quick- 
impact projects. QIPs are simple, 
community oriented, small-scale 
projects, on average not costing 
more than US$10,000. They are de- 
signed to bring tangible, visible and 
speedy benefits to areas where sig- 
nificant numbers of refugees or 
displaced persons have settled. 
Started in central America, UNHCR 
has used QIPs, with varying success, 
in countries as far apart as Afghani- 
stan and Angola, Myanmar and 
Mozambique, Somalia, Sri Lanka 
and Cambodia. 

Sri Lanka’s Ministry of Recon- 
struction has aptly described the 
objective of UNHCR-funded QIPs as 
“crealing a congenial environment 
to live without fear, and providing the 
social and economic infrastructure 
for resettlers to recommence their 
normal life with confidence”. Imple- 
mented by NGOs, QIPs are nor- 
mally based on needs identified by 
the local communities themselves 
and make maximum use of local 
resources, labour and institutions. 
They aim to benefit the whole com- 
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those who remained behind are as 
needy as those who have returned. 
The projects have ranged from equip- 


ping a fishing cooperative and pro- ' 


viding vocational training to planting 
trees, installing cold storage facilities 
in health centres, rehabilitating sec- 
ondary roads and digging common 
use wells. Many QIPs place particular 
emphasis on enhancing the situation 
of women or women-headed house- 
holds. Whatever the project or its 
beneficiaries, the common objective 
is to enable the return and reintegra- 
tion of displaced population. 


Afghanistan 


Afghanistan provides an interesting 
example of how reintegration and 
rehabilitation is occurring, albeit on 
a small scale, even in the midst of 


instability and violence. Already, one ° 


of the poorest countries in the world 
prior to the Soviet intervention of 
1979, today, after 15 years of war and 
displacement of more than one-third 
of its population, life expectancy in 
Afghanistan has fallen below 43 
years of age, the literacy rate is 
around 20% and under-five and 
maternal mortality rates are among 
the highest in the world. Lingering 
instability has affected the response 
of the donors as well as the opera- 
tional ability of relief and develop- 
ment agencies. Despite all these 
difficulties, rehabilitation efforts con- 
tinue on a limited scale in the rural 
areas which have remained rela- 
tively stable. 
being undertaken, such as 
demining, repair of irrigation ca- 
nals, digging of wells to provide 
safe drinking water, building ac- 
cess roads from the village to the 
market. Returnees and the local 
residents, in the absence of govern- 
mental authorities or national devel- 
opment plans, have become the 
driving force of the rehabilitation 
process and a leading partner in the 
identification, planning and imple- 
mentation of the projects. 

Despite the remarkable achieve- 
ment of QIPs and other forms of 
reintegration assistance, their limita- 
tion should be recognised. They are 
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munity because most of the time only a small contribution to rebuild- . 
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ing war-torn societies. They are 
not a substitute for longer-term na- 
tional rehabilitation and development, 
which in turn depend on peace and 
national reconciliation. Only then, can 
the vicious cycle of exile, return and 
renewed exile be broken. 


Conclusion : A Comprehensive 
Approach 


Whether in the context of saving 
lives in a refugee emergency, or 
sustaining livelihoods in a repatria- 
tion operation, it is clear that the 
refugee prc 2m is complex and 
multi-faceted, and underlines the 
need to adopt a comprehensive 
approach, focusing both on the 
causes and the consequences of 
refugee problems, and_ involving 
all actors: governmental, inter-gov- 
ernmental and non-governmental. 
Such a comprehensive approach 
should: 


¢ uphold the institution of asylum 
for all those who need it. India’s 


asylum policy has been a gener- 
ous one, and the Government 
and people of India must con- 
tinue to take the lead in promot- 
ing the protection of refugees at a 
time when increasingly countries 
are beginning to close their bor- 
ders. Refugees must not be held 
hostage to the lack of political 
solutions. Nor must they become 
the victims of political expedi- 
ency. 

promote the safe and voluntary 
return of refugees and internally 
displaced persons. It is the solu- 
tion most desired by refugees. 
While organisations like UNHCR 
have an important role to play, the 
paramount responsibility lies with 
the government of the country of 
origin to build trust and confi- 
dence and ensure the safe return 
of refugees and displaced per- 
sons. 


increase international assistance, 
both to host countries to enable 
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them to receive refugees, and to 
home countries to assist them to 
reintegrate and rehabilitate those 
who return. States cannot be 
expected to fully meet their obli- 
gations to refugees without the 
necessary financial support and 
solidarity of the international com- 
munity. 


address vigorously the underlying 
causes of refugee flows. The links 
between stability, security, respect 
for human rights and the preven- 
tion of refugee flows are obvious. 
The challenge is to translate the 
rhetoric into practical measures 
of good governance, respect for 
human rights, tolerance for diver- 
sity, social equity and sustainable 
economic development. In the 
final analysis the humanitarian 
challenge posed by the refugee 
problem is the challenge for 
peace, development and human 
rights for all. The world cannot 
afford to ignore it. O 
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Exile and Freedom 


Dr Unnikrishnan PV. 


he worsening world refugee 

situation calls for immediate 
multi-sectoral response, and an ini- 
tiative for peace. 

In the last 50 years, at least 20 
million people died in over 100 
armed conflicts. A further 60 million 
have been wounded, imprisoned, 
separtated from families and forced 
to flee their homes and countries. 
The United Nations High Commis- 
sioner for Refugees (UNHCR) esti- 
mates that there are over 27 million 
refugees worldwide.UNHCR defines 
a refugee as one “who has crossed 
an international border for fear of 
persecution”. And this number is 
increasing at a steady pace. 

In the wars of the past ten years, 
far more children have been killed or 
disabled than soldiers, according to 
UNICEF . This “statistics of shame” — 
as UNICEF terms it - is indeed 
frightening. “Two million children 
died; between four and five million 
have been physically disabled; more 
than five million have been forced 
into refugee camps; more than 12 
million have been left homeless. 
These children , traumatised by 
mass violence, deprived of an 
opportuniy to develop normally in 
mind and body, deprived of a family 
life, cast a long shadow over the 
future generations.” This grim truth 
reminds us of the linkages between 
refugees issue and larger questions 
regarding the validity of violence, 
state-sponsored or otherwise. 


Hot Spots 


Though refugees are spread world- 
wide, and many countries share the 
responsibility of taking their load, 
there are certain hot spots with high 
concentration of refugees resulting 
from ongoing armed conflicts or 
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Hundreds of thousands of civilian from Liberia had to flee their homes during the course 
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of the fighting. They were often shot arbitrarily as they queued at check-points. Here 
women and children hold up their hands to show rebels they pass in the street that 


they are not hostile. 


human rights violation. About 3.7 
million people have been displaced 
or affected by war in the erstwhile 
Yugoslovia alone. The United Na- 
tions estimates that 2.7 million of 
them are in Bosnia and Herzegovina. 
In West Africa, the conflicts in Liberia 
and Sierra Leone have resulted in 
uprooting one million people to 
Guinea and Cote d'Ivoire. In the 
Horn of Africa, more than 1.6 million 
people have been displaced. 

In the recent influx during the 
Rwanda-Burundi crisis situation, the 
world witnessed one of the largest 
and fastest refugee movements in 
history. More than a million 
Rwandese reached Zaire. [In Burundi, 
Rwanda, Tanzania, Uganda and Zaire 
there are over 2.2 million refugees. 
The future remains uncertain for 
over 2.8 million refugees in the 
Middle East, mainly Palestine. There 
are over 45,000 refugees in 


Mexico.Anthropologists estimate that 
over 5.5 million Afghan refugees 
continue to languish in Iran ,Pakistan 
and other countries. Over 75,000 Sri 
Lankan refugees are still in India. 
During the recent escalation of mili- 
tary- militant conflict in Sri Lanka 
thousands of people were displaced 
internally.Thousands have been 
forced to flee from Kashmir to other — 
parts of India due to the ongoing civil 
strife. Over 250,000 Burmese refu- 
gees have crossed over to 
Bangladesh. Over 40,000 Vietnam- 
ese asylum seekers still remain in 
the camps throughout South-east 
Asia.Another 1.5 million have been 
displaced in the Caucassus, be- 
tween Azerbaijan, Armenia, Georgia 
and Russian Federation. The situa- 
tion remains still uncertain for more 
than 1.6 million refugees who re- 
turned to Mozambique. While reply- 
ing to a question in the floor of the 
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Refugees and other persons of concern to UNHCR by 
region, 1985, 1990 and 1995 


1990 


1985 


Africa 


Oceania 


ceania : 
= North America 


North America’ 


Latin America 


Latin America 


Europe 


Asia 


(figures in millions) 


Oceania 1985 1990 1995 

North America Africa 3.0 46 118 
Latin America Asia 5.4 6.8 7.9 
Europe 7 0.8. «165 


Latin America 0.4 te 0.1 
North America 1.4 1.4 0.9 
Oceania 0.1 0.05 


(Statistics dated iJanuary of each year.) 


Source: The State of World's Refugees (SWR) 1995. UNHCR.Oxford: OUP, P.35. 


Parliament, Union Home Minister of 
India, stated that there are over 
374,000 refugees in India. 


tenance reasons and civil strife. They 
often do not qualify for refugee 
Status. At the same time the prob- 
lems and the misery they face are 
not much different from refugees. 
Their future is critical, because even 
if they and the government sincerely 
wish, repartriation remains impos- 
sible. Their place of origin is either 
submerged as in the case of big dam 
sites, or concrete structures have 
been erected over their cultivable 
lands. 


Changing Definition 


Refugees are created by conflicts. 
Conflicts within and between coun- 
tries continue to escalate. The com- 
petition for scarce resources, exploi- 
tation, uneven economic growth, 
ethnic or religious tensions, decrease 
in personal security, human rights 
violations and violence contribute to 
this escalation, resulting in turning 
millions of people worldwide into 
refugees. This figure sticks to the 
Standard definition of a refugee as 
one who has crossed internation| 
border for fear of persecution. 
Apart from this, UNHCR estimates 
that there are over 20 million people 
who are “internally displaced”. This 
is a disputed figure. Researchers 
associated with Indian Social Insti- 
tute report that there are over 21.3 
million internally displaced people 
in India alone. They are “refugees” in 
one’s own land — displaced by large 
scale “development projects”, natu- 
ral calamities, environment and sus- 


Impact | 


Impact of refugee situation on refu- 
gees and host populations is one of 
the great challenges facing human- 
ity. Unmet demands for even basic 
amenities such as water, food and 
shelter has serious physical, psycho- 
logical and social implications. The 
disabled, undernourished and 
traumatised community poses some 
uncomfortable questions. Even 
though the basic ethics of humanity 
ensures the right to: seek asylum in 
another country, in actual practice, 
refugees are not always welcome, 
even in countries which can afford 
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to accomodate them in Jarge num- 
bers. They are often treated as 
fugitives. The situation of having 
unwanted refugees leads to ten- 
sion and insecurity especially in 
countries which are unable to 
meet the demands of even its own 
citizens. Of late, refugees are con- 
fronted with rejection and even ag- 
gression as in the case of Chakma 
refugees in north-eastern India and 
Rwandese refugees in Burundi in 
Africa. 

Becoming a refugee lowers one’s 


social and economic status. The - 


sense of loss which a refugee faces 
has important social, psychological 
and legal implications. Refugees are 
vulnerable to communicable dis- 
eases, malnutrition, illness, injury 
and death. Studies show that death 
rates among refugees have been 
about 60 times higher than those 
recorded for host population. They 
are targets of violence. Women and 
children often become targets of 
sexual vilolence. Human rights vio- 
lation and discrimination are com- 
mon in refugee camps.In almost all 
refugee situations the relief comes 
late, often too late. The death of over 
50,000 Rwandese refugees, primarily 


due to cholera, during the summer . 


of 1994 is a recent case in point. 
Susceptibility to diseases and illness 
is very high among refugee children. 
Diarrhoea caused by polluted water 
and contamination of food is a 
leading cause of infant death in a 
refugee situation. 


Changing Statistics 


The number of refugees have risen 
substantially during the last few 
years. It rose from 17 million to 23 
million between 1991 and 1993. As of 
today, 27 million refugees exist in 
different parts of the world. More 
than 70 countries around the world 
have refugee population of more 
than 10,000 each. 


The highly elastic category of 


internally displaced people has also 
crossed the 30 million figure. The UN 
sources estimate that 16 million of 
them are in Africa, 7 million in Asia, 
more than 5 million in Europe and 
about 3 million in the Americas. 


_ UNHCR's expenditure shot from a 
meagre amount of less than US $ 20 
million in 1970 to US $ 1440 million 
in 1994. In 1995, the total budget 
crossed US $ 1.3 billion. 


Emerging Trends 


Just as conflicts create refugees, 
refugees create conflict. The recent 
crises worldwide demonstrated that 
mass displacements are not just the 
consequences of armed conflicts, 
but they are the very objective of 
warring factions. The world’s re- 
sponse to the refugee movements 
throughout the 70s and 80s may 
have contributed to the problems of 
the 1990. Inadequate traditional so- 
lutions such as permanent resettle- 
ment in a host country have in many 
ways proven to be inadequate to 
meet the contemporary needs of the 
refugees. Often, the refugees do not 
show any enthusiasm to go home, as 
the case of 100,000 Mozambicans 
living and working in South Africa. 

The response to refugee issue in 
the past has often been described as 
reactive, exile-oriented and refugee- 
specific. In the last few years, the 
approach has been characterised by 
a shift towards being proactive, 
homeland-oriented and_ holistic. 
Humanitarian organisations are re- 
structuring themselves to deal with 
the refugee problem, rather than the 
problems of the refugees. Reducing 
the threat, persecution and human 
rights violation which force people 
to flee from their country is one of 
the priorities. Internationally pro- 
tected “safe areas” or “humanitarian 
protection zones” in war-affected 
countries remain a matter of debate. 
Sadaga Ogato, UNHCR, suggest that 
“we must prevent refugee flows 
not by building barriers or border 
controls, but by defending the 
right of people to remain in peace 
in their own homes and coun- 
tries”. But the disturbing trend of 
aggressive enforcement of peace 
rather than peacemaking and peace- 
keeping often escalates violence and 
worsens refugee situation. 

After the cold war, the political 
future of countries, strategically and 
eee: marginalised is of little 


concern to the west. In some coun- 
tries power has been passed on to 
the hands of local warlords and 
military leaders, resulting in mass 
refugee movements. The recent ex- 
periences in Africa and Afghanistan 
have raised a number of important 
questions on extending assistance to 
individuals involved in grave human 
rights violations. Also the relationhsip 
between the use of military power 
and humanitarian assistance is be- 
ing re-examined. “The world 
recognises that refugee problems 
are too complex to be resolved by 
refugee organisations alone”, re- 
marks Ms.Irene Khan, Chief of Mis- 
sion of UNHCR in India. It has to be 
responded in an integrated and ho- 
listic manner. Efforts are now being 
made to put equal emphasis on 
preventing refugee situations by con- 
taining armed conflicts and creating 
conducive conditions for the refu- 
gees to return home safely. 

Prevention and preparedness is 
increasingly receiving importance. 
The suffering and experiences of 
refugees has always reiterated the 
need for a humanitarian approach. 
Importance of this strategic need is 
further emphasised by mass popula- 
tion movements and the forces which 
provoke them. A transnational prob- 
lem like this, can be adequately 
addressed only by a co-ordinated 
activities between countries. More- 
over, the emerging trends call for a 
co-ordinated action by different sec- 
tors. 


Issues of Concern 


The. growing insecurity and hostili- 
ties within and between countries is 
a major reason which triggers con- 
flict. On the one hand this diverts 
scarce resources towards the pur- 
chase of arms, on the other hand, 
this is often met by a very heavy cut 
on social expenditures like health 
care and education. Annual military 
spending in developed countries is 
over US $ 125 billion. Just 4% of this 
amount could achieve universal pri- 
mary education, tackle adult illit- 
eracy and educate women to the 
level of men. About 12% of the 


amount could provide health care 


and safe drinking water for all. The 
issue becomes more complicated 
when the permanent members of 
the UN Security Council continue to 
supply most of the weapons to 
developing countries. The flow of 
arms is being maintained to the tune 
of US $ 22 billion a year, International 
markets are now awash with sec- 
ond-hand weapons cascading from 
the. old super powers. The USA 
continues to control 48% of the 
sellers’ market. Testimonies by refu-— 
gees in African countries, Sri Lanka, 
Afghanistan and other places illus- 
trate the importance of tackling the 
issue of arms race, which trigger off 
refugee situations. 

As estimates show, one fifth of 
the global import of Arms is to 
India and Pakistan. Both the coun- 
tries have not yet healed the wounds 
of a violent partition and the refugee 
exodus it created. Unfortunately, the 
relationship between these two 
countries are not maintained through 
the primary objective of peace, but 
through increasing the defence stock- 
pile. Diversion of social sector bud- 
gets leads to the deterioration in the 
social sectors like health and educa- © 
tion. Infant mortality rates in Paki- 
stan and India are among the high- 
est in the third world. 

The funding crisis within the 
United Nations has weakened the 
organisation further.The increasing 
tendency of Western armed coun- 
tries to direct their forces into mili- 
tary exercises in the form of Peace 
enforcing measures to replace hu- 
manitarian efforts like peace main- 
taining and peace making is another 
area of concern. The attempts by 
such armed nations to redefine 
peace as a “law and order situation” 
than a social and humane phenom- 
enon is a danger signal. 

The conflict over scarce resources ~ 
result in complex emergency situa- 
tions. The economic crises have 
resulted in major conflict situations 
and thereby refugee situations. Re- 
cent research papers by Michel 
Chossudovsky, a well known econo- 
mist, concludes that the most cru- 
cial factor which triggered armed 
conflicts in former Yugoslavia and 
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UN peacekeeping 
expenditures (in US$ 
millions), 1989-1994 


Source: SWRA, UNHCR, p. 100. 


Rwanda are the disastrous neo 
liberal Macro-economic policies 
which these countries pursued in 
the last few years. “Macro - eco- 
nomic restrucuring in Yugoslavia has 
contributed to the destruction and 
disintegration of an entire country. 
Cultural, ethnic and religious divi- 
sions are highlighted, presented dog- 
matically as the sole cause of the 
crises, when in reality threy are the 
consequences of a much deeper 
process of economic and political 
fracturing. Seccesionist tendencies 
feeding on social and ethnic divi- 
sions gained impetus precisely dur- 
ing a period of brutal impoverish- 
ment of the Yugoslav nation”. This 
must be an eye opener to many of 
the countries who are jumping into 
the bandwagon of structural adjust- 
ment programmes (SAP) under the 
diktats of IMF/World Bank/GATT etc. 

Restricting governmental expen- 
diture on social sectors , especially 
health and education as a part of the 
World Bank and IMF dictated SAP is 
another major area of concern. Emer- 
gency preparedness and prevention 
gets only very low priority. These 


countries, already with repeated in-. 


cidents of epidemic outbreaks and 
other complex emergencies cannot 
cope with any extra load of crises 
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which errupts in the form of refugee 
situation. 


Role of UNHCR & ICRC 


Humanitarian organisations have a 
stupendous task of addressing the 
refugee situations.Rapid changes in 
the political and social arena has 
forced them to change modify their 
policies to suit contemporary chal- 
lenges. 

United Nations High Commis- 
sioner for Refugees(UNHCR ) and 
the International Committee of the 
Red Cross(ICRC) have long been a 
wellspring of humanitarian action 
during refugee situations and war. 
Each of these organisations, their 
partners worldwide and hundreds of 
other humanitarian organisations 
contribute towards the cause in their 
Own ways. 


UNHCR 


UNHCR was founded in 1951, witha 
mandate, as defined by its statute, 
non-political and purely 
humanitatrian. UNHCR’s role has 
been defined by the international 
community to provide protection 
and Jong fasting solutions for the 
more than 27 million refugees and 
other people of concern, including 
the internally displaced. At first they 
were interested in a person or popu- 
lation only after they got displaced, 
crossed an international border and 
sought asylum in another state. 
Change in realities modified the 
response systems. UNHCR’s expen- 
diture increased from around US $ 
20 million in 1970 to US $ 1.3 billion 
by 1995. Unexpected and major 
refugee situations have put the 
organisation in tight spots. In the first 
two weeks of the Rwandese refugee 
crisis in mid 1994, the donor state 
expenditure amounted to around US 
$ 2 billion! 

As of today UNHCR’s main con- 
cern is to seek long lasting solutions, 
voluntary repartriation being the most 
desirable. UNHCR has now been 
obliged to develop new areas of 
competence and to undertake a 
number of innovative activities: Pro- 
viding protection and assistance to 
besieged and war affected popula- 


tions ; monitoring the protection and 
needs of the returnees and internally 
displaced people in their own coun- 
tries; establishing community based 
rehabilitation (CBR) programmes in 
returnee areas; providing accurate 
information on migration opportuni- 
ties to prospective asylum seekers 
are some among them.UNHCR rede- 
fines itself as a broadbased humani- 
tarian agency than a refugee 
organisation as it was before. UNHCR 
feels that it is often subjected by 
contradictory pressures by its ben- 
eficiaries and partners.“ In a period 
of rapid and radical change those 
pressures can be difficult to recon- 
cile”, states UNHCR. 


ICRC 


ICRC is often referred as the “Guard- 
ian of humanitarian law”. ICRC has 
assumed an unique role in humani- 
tarian affairs by maintaining strict 
neutrality and independence in the 
last 130 years. ICRC’s effort to 
prevent and resolve refugee prob- 
lems have contributed a great deal 
to the refugees cause worldwide. By 
reducing the threat which military 
activities pose to the safety and 
security of civilians, ICRC plays an 
important role to prevent and con- 
tain mass people displacement. 
“ICRC almost always attempts to 
gain compliance with the laws of 
war by means of ‘confidential diplo- 
macy’. This is achieved through 
interventions in the forn of research, 
publications , teaching and training 
activities”. ICRC’s response system 
is different from many of the well 
known human rights organisations 
which contribute towards the refu- 
gee cause through public disclosure 
and condemnation. 

ICRC “breathes life” into the writ- 
ten rules of war, formulated prima- 
rily to protect the civilians from the 
effects of war and assistance to 
wounded soldiers. This is a difficult 


task in today’s world in which more . 


than 90 per cent of the victims are 
civilians. In 1993 alone, the 
organisation visited 144,000 detain- 
ees, in 55 countries. In the same 
year, through its central tracing 
agency, the ICRC located 10,000 
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Many crippled Afghani childre 


Pakistan. He lost his legs on a landmine. 


missing persons and reunited 2,200 
farnilies. [t acted as a neutral me- 
dium to exchange over 4.7 million 
mesages between family members 
separated by wars, conflicts and 
refugee situations. Apart from this, 
ICRC devoted half of its annual 
budget to provide specialised medi- 
cal services, food, shelter and other 
basic requirements. 

ICRC has taken a lead role in 
calling for changes in the laws of war 
to make it more humane. ICRC’s 
voice was heard very strongly in the 
recently concluded convention to 
ban land mines, a permanant night- 
mare for the humanity. It is actively 
pursuing its efforts to ban newly 
developed laser weapons which can 
cause instant and permanent blind- 
ness from a very long distance. 

Other humanitarian and develop- 
mental organisations play their own 
role. Some of them have come 


n, such as twelve-year-old 
Abdulh Ali, have been treated at the International 
Committee of the Red Cross Centre at Peshawar in 


under heavy criticism 
for their indifference to 
the issue. The fact that 
interventions by civil- 
ian organisations can 
minimise casualty and 
prevent such situations 
is developing as a ma- 
jor point of discussion 
amongst organisations. 
OXFAM (UK) in the last 
10 years, has placed 
human made conflicts 
and emergencies origi- 
nating from it as a pri- 
ority. In India most of 
the organisations work- 
ing in the field of health 
and development have 
yet to take an active 
role to address this is- 
sue. 


Challenge to Health 
Organisations 


Providing health care 
itself is a challenge. 
Combined with the 
catastrophic effects of 
natural and environ- 
mental disasters, com- 
plex emergencies like 
refugee situations pose 
new challenges to the 
provision of relief, especially health 
care, Today, any health orgainisation 
can face a refugee situation. Quick, 


Courtesy. Peace in Our Time? 
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timely and rational interventions by . 


healthcare organisations alone can 
save lives and minimise the casualty. 
With each ticking moment, the toll 
rises. Lack of food, safe drinking 
water, inadequate living conditions 
in the camps and lack of sanitation 
trigger a host of problems. While it 
is true that these are problems a 
health organisation faces in any 
underdeveloped country, each tick- 
ing moment is a death bell for the 
refugees. Infectious diseases and 
water-borne diseases take a very 
heavy toll, at a very fast pace. Over 
290,000 Rwandese refugees died 
mainly due to cholera in the summer 
of 1994.Good health for refugees is 
essential to rebuild a way of life for 
them.Culturally sensitve preventive 
and promotive care and scientific 
emergency medicine should neces- 
sarily be part of mediical assistance. 

To prevent refugee situations and 


conflicts, adequate health care and 


living conditions should be ensured 
to the people even in times of peace. 
The transboundary exodus of people 
during the Ebola epidemic outbreak 
in Africa and the the exodus of 
people from Surat to other parts of 
India during the“Plague” outbreak 
are still fresh in our memory. A 
health organisation must be sensi- 
tive to understand and recognise the 
early warning signals. This alone will 
help them to prepare to face the 


“ ve a 


To the end, Ethiopians retain their dignity in the face of tragedy. A father bids a tender 
farewell to his son as he strokes his eyes shut. 
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challenge. The first priority is to 
ensure their survival. Since a major- 
ity of the deaths take place in the 
initial stages, effort should be put 
right from the onset itself. Acute 
communicable diseases such as di- 
arrhoea, malaria, measles and acute 


More Rational 
Prescribing, Please! — 


Consumer health groups in India - 
have told doctors to prescribe 
’ drugs rationally or be prepared to 
be sued in consumer courts for 
medical negligence. The warning 
was issued by the Voluntary Con- 
sumer Action Network (VCAN), a 
consortium of around. 20 con- 
sumer and health organisations. It 
followed a survey: which showed 
that many. doctors prescribe ton- 
ics, vitamin formulations, and ex- 
pensive drugs including third gen- 
eration antibiotics when. they are 
not indicated. General practitio- 
ners as well as consultants. tend to 
"Prescribe ‘unnecessary drugs like 
antibiotics for diarrhoea, cough 
“mixtures for the common cold, and 
_ anabolic steroids in contraindicated — 
- Cases,’ according to the survey 
report. : ie 


The report also showed what 
consumer groups describe as 
‘alarming, completely irrational pre- 
scribing’. This includes prescribing 
three or four drugs without specific 
indications and overdosage of po- 
tentially toxic drugs such. as 
antimalarials in all fevers. 


HA! News, April 1996. 


Vial recognises the 


our country. 


Due to their influence and respect in the village community, these VHWs 
are able to motivate and change the health situation of the village people, 
and to some extent, also their social and economic status. They are the only 
persons available to the villagers, especially the children and women during 
illness and emerency situations. VHAI is in touch with 1,20,000 VHWs. 
These Health Workers are associated with various community health 
programmes organisations throughout the country. 

VHAl, in order to usher and ensure the health of 
comers of the country, has come up with yet another innovation. This is the 


Medical Kil for the VHWs. 


The VHWs do not pay for these Kits. Rather, VHAI tries to get sponsorship 
from individuals and institutions, for these Medical 
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adds to the disease burden of people. 
Above all, the hesitation to recognise 
the reality by governments, and the 
absence of a rational policy further 
hinders preparedness and preven- . 
tive measures. The issue calls for 
immediate attention. O 
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SAMBHAVNA TRUST 


P.O. Box No.22, Bhopal, 452001. Tel. 0755-530914 


respiratory infections take the maxi- 
mum toll. In the later stages, hepa- 
titis and tuberculosis too claim lives. 

The escalation of armed con- 
flicts break the health support 
system. Even the slightest spark 
can trigger epidemics. This further 


Dear Young Professionals, 
Sambhavana Trust is a registered public charitable trust that has set up the Bhopal Peoples 


Health and Documentation Clinic (BPHDC) at Bhopal as a response to the deteriorating medical 
condition of the survivors of the December 1984 Union Carbide disaster. The Trust has raised 
funds solely through individual contributions. One of the principal activities of BPHDC is to 
provide different therapies (allopathy, ayurvedic, yoga etc) to the worst affected survivors. We 
also wish to build an efficient documentation centre at the Clinic. Professionals with social 
commitment are invited to involve themselves with the work of the Clinic as: 


Allopathic Doctors (Two posts, one post reserved for women). . 

Minimum Qualifications: MBBS with one year clinical experience (not including house job 
experience), capable of working in a team. Knowledge of Hindi. a 

Preference: Experience or special interest in treatment of exposure related multisystemic 
diseases. 

Honorarium: Rs. 7000/- per month (all inclusive). 


Minimum Qualifications: BAMS with one year clinical experience (not including house job 
experience), capable of working in a team. Knowledge of Hindi. 

Preference: Experience or special interest in growing medicinal plants. 

Honorarium. Rs. 7000/- per month (all inclusive). 


Yoga guru (one post) 

Minimum Qualifications. Certificate from a recognised institution with one year experience in 
treatment of diseases through Yoga, capable of working in a team. Knowledge of Hindi. 

Preference: Experience or special interest in research. 

Honorarium. Rs. 7000/- per month {all inclusive) 


Documentation Incharge (one post). 
Minimum Qualification : B.Lib./B.Sc. with one year experience in library or documentation work. 
Preference : Fluency in Hindi and English writing. 
Honorarium: Rs. 3,500/- per month (all inclusive). 


inal and binding. Please do not hesitate to write to us for clarifications or more information. Dy) ; 


MEDICAL KIT 


Village Health Workers (VHWs), who play an 
important role at the village community level. The VHWs are active agents 
in extending basic health services to the vast number of underprivileged of 


people living in remote 


Ki 


VHWs of Jelu Gagadi, Jodhpur district with 
ithe Medical Kits distributed by VHAI. 


Kits. And then distribute it to the VHWs. 
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The Refugee Situation in India: 


An Overview 


Prof. Parimal Kumar Das 


nvoluntary migration of people 

from one country, could give rise 
to refugee situation. Asia has wit- 
nessed such movements of people 
since ages as a result of political 
upheavals, wars, natural calamities 
etc. “Almost every country in Asia 
has been either a refugee-producing 
country or a refugee receiving coun- 
try since the second world war: 
Afghanistan, Bangladesh, China, In- 
dia, Indonesia, Iran, Iraq, Japan, 
Cambodia, Laos, Malaysia, Pakistan, 
the Philippines, Singapore, Sri Lanka, 
Thailand and Vietnam....” 

There were approximately seven 
million refugees in Asia in 1990 (see 
Table 1) according to the estimates 
of the United Nations High Commis- 
sioner for Refugees (UNHCR). Out- 
side the UNHCR mandate were the 
Cambodian refugees near the Thai- 
Cambodian border numbering 
300,000. Table 2 shows transfrontier 
and internal displacements in Asia. 

Afghanistan’s share in the con- 


Table 1 
Refugees in Asia, 1990 


Recipient Country’ Estimated number. 
Iran 2,850,000 
Pakistan 3,275,700 


India 9,500 
China 280,500 
Japan 8,400 
Hong Kong 49,500 
Thailand 99,900 
Vietnam 15,000 
Philippines 26,625 
Malaysia 20,500 
Indonesia 4,500 
Papua New Guinea 7,700 
Total 6,647,825 


Source: UNHCR, World Refugee Map 
(1990). 


Afghanistan 
Bangladesh 
Burma 
Cambodia 
China (Tibet) 
India 

Iran 

Iraq 

Laos 
Philippines 
Sri Lanka 


temporary refugee situation in Asia 
is the largest. There has been an 
exodus of people from Afghanistan 
into neighbouring Pakistan, Iran, Iraq 
and India. In 1990 there were about 
three million in Pakistan and more 
than two million in Iran and Iraq. 
According to UNHCR between 1989 
and. 1990, about hundred thousand 
Afghan refugees have voluntarily 
returned home. 

In South Asia because of the 
armed conflicts between the Sinha- 
lese and the Tamils in the early 80’s 
about 250,000 Tamils were rendered 
homeless, of which 150,000 went to 
India. After the signing of a Peace 
Accord between India and Sri Lanka 
in 1987, about 43,000 Tamils re- 
turned to Sri Lanka under the UNHCR 
sponsored voluntary repatriation 
programme. Since then, Tamil refu- 
gees have been returning to Sri 
Lanka at intervals. 


Table 2 
Comparison of International-refugee and 
Internal Refugee Populations, 1988 


48,500 g 
20,600 6,000 

- 354,190 u 
112,000 = 
x 6,000* 

_ 348,800 1,000,000 
508,200 500,000-1,000,000+ 
78,890 a 
90,000 200,000 
91,500 400,000-500,000 


* Estimated about 50,000 from Kashmir. 
Source: World Refugee Survey 1988 (US Commission for Refugees, Washington, 1988). 


Dr Parimal Kumar Das 
ts Professor of Southeast 
Asian and Southwest 
Pacific Studies, School of 
International Studies, 
Jawaharlal Nehru 
University, New Delhi 
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Internal” 
refugees 


2,000,000 


In 1978, about 200,000 Rohingya 
Muslim refugees from the Arakan 
area of Burma fled the country and 
entered into Bangladesh to escape 
oppression at the hands of the local 
Buddhists. However, most of them 
returned to Burma in 1979, as a 
result of the agreement between the 
governments of Burma and 
Bangladesh. About 20,000 Mons, 
Shans and Karens fled into Thailand 
when fighting broke out between the 
Burmese government and the ethnic 
minorities. Suppression of the pro- 
democracy activists also resulted 
into the exodus of about 30,000 
refugees in Thailand. 

India has been faced with the 
refugee problem right from 1947 
when it became independent and 
the country was partitioned. As a 
result, between the two Punjabs, the 
forced exchange of 20 million popu- 
lation took place. Subsequently, there 
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was an incessant flow of refugees 
from erstwhile East Pakistan in the 
fifties. In the seventies there was a 
mass exodus of refugees into India — 
about 3 million. In 1959, more than 
100,000 Tibetan refugees took shel- 

ter in India along with the Dalai 
| Lama. Even now inflow of about 
500-1000 refugees continues every 
year. Since 1983 about 200,000 Tamils 
have come over to India from Sri 
Lanka. Since 1986 Chakma refugees 
- mainly Buddhists - from 
Bangladesh were pushed out to 
Assam or Tripura. There was a 
constant flow of Bengali Muslims to 
Assam, who were described as ‘for- 
eigners’. Now that the flow has been 
checked into Assam, the border 
areas of the states of West Bengal 
and Bihar have been flooded with 
these people. It might assume dan- 
gerous proportion. In Manipur, more 
than 5,000 pro-democracy Burmese 
have taken shelter. Burma also 
pushed 1000 Nagas into India. 

Since 1979, Afghan refugees have 
been coming to India, whose num- 
ber has now gone up to 35,000 
according to UNHCR. There are 
about 5,000 Iranian refugees in India 
who wanted to escape the wrath of 
the present regime. 


Since 1991, 14,000 Bhutanese of A Procedure/Policy for Refugees 


Nepalese origin have come over to | whenever India granted asylum, the 
Jalpaiguri in West Bengal. concerned country took it as a 

In 1947 India provided relief assis- political decision. Consequently, In- 
tance and rehabilitated displaced | qjg has to receive the wrath of 
persons from West Pakistan. India China, Pakistan, Bangladesh, Sri 
has, however, not passed any legis- | | anka, Burma. Despite constraints, 
lation to deal with the refugee influx. | [ngia protected and assisted refu- 
India is not a signatory to the 1951 gees from Tibet, East Pakistan/ 
Refugee convention and its 1967 Bangladesh, Sri Lanka, Burma, Af- 
protocol. On the question of protec- | ghanistan and Iran. There have been 
tion of the “refugee”, India voted in | janses in the Indian policy. Till such 
favour of the adoption of the Univer- | time the Government of India takes . 
sal Declaration of Human Rights and | the decision, the refugees are left to 
the 1967 Declaration on the Territo- | their fate. 
rial Asylum. India has also reserved The new government soon to be 
its right, under the Extradition Act. | jnstalled in the Centre can and | 
1962 not to extradite any person | should take up the issues in all 
whose surrender is not sought in | earnestness. Some suggestions to 
good faith, or if s/he is going to face | this effect are: 
persecution. Foreigners Act of 1946, Indian should become:a party to 
48 deals with ‘Foreigners’, their en- the 1954 Refugee Convention and 
uty, a S aiid agent : the 1967 Protocol. 

India established its relations 
with the UNHCR for the first time in | * Permanent mechanism and pro- 
1969 for the rehabilitation of the Ti- cedure for the determination of 
betan refugees in India. It expressed refugee status in India should be 
its readiness to receive assistance established. 
from UNHCR for the Tibetans. Branch | # UNHCR should be given a role in 


office was opened in Delhi on 1] Feb- the procedure for determination 
ruary 1969. UNHCR’s present rela- of the status of refugee. 

tions with the Government of India | ¢ Share the burden with the inter- 
are pleasant and benevolent. national community. O 


(Contd from page 27) 


registered and attended to in these 
three clinics are: 


Amar Malaviya Vikaspuri AI{MS 

Colony Nagar 
Period (1996)  Feb-Apr Mar-Apr Dec 95-Apr Jan- 
Apr 


Total 
attendance 123 776 = 3109'S 2:78) 


Average 
allendance 
per day 22 17 35 36 


Average 


‘ attendance 


per month 412 388 621 695 
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VHAD has three Primary Health 
Centres in three localities with the 
following staff: 


are also assisting in the smooth 


Doctor (part-time) - = 1 aga sees 
functioning of the clinic. 


Medical Social Worker ~ 1 (UNHCR) 


Interpreter (Afghan) —- = 1 Future Plans 


The work started from December 
1995 on the UNHCR project. At- 
tempts are being made to smoothen 
Guard - | the edges. With full cooperation of 
UNHCR staff and OCM, we are 

A Mobile Medical Van has already | hopeful of doing a satisfactory ser- 
started the outreach programme for | vice for the refugees and improve 
refugees in the outskirts of Delhi. their conditions in the community, in 
The Afghan refugee interpreters | which they live. The ultimate aim is 
who were working with UNHCR | to make them self-sufficient so that 
were transferred to VHAD. And are | they can cope with their situation. 
working in the Primary Health Cen- | VHAD as the implementing agency — 
tres as well as at the AIIMS counter, | Of the refugees programme of 
along with one Medical Social UNHCR will do its best to meet the 


Worker. In two clinics, two senior expectations of refugees as well as 
Medical Social Workers from UNHCR | of the funding agency. 2 


Nurse/Dispensary Se 


Peon-cum-cleaner — ] 


SG ts only by risking life lhat freedom ts otlained.” 


~ GW. Hegel 
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Refugees, Migrants and 


India’s Far East 


Sanjoy Hazarika 


thas become fashionable to speak 

glibly these day of refugees and 
migrants. Most individuals and groups 
which discuss their problems fail to 
make a crucial distinction. 


Refugee: Refuge of Definition? 


A refugee, according to the United 
Nations convention which has been 
accepted internationally, is one who 
flees his or her homeland and seeks 
refuge in another nation on grounds 
or of genuine fear of political, reli- 
gious and other persecution, usually 
by the State. 

Until that definition is refashioned 
and accepted as such by the interna- 
tional community — despite the 
views that internally displaced people 
should also be counted as refugees 
— efforts to include those displaced 
by environmental factors such as 
riverbank erosion and flooding (as in 
the case of Bangladesh) or leaving 
their lands because of economic 
reasons (lack of work or 
landlessness) cannot succeed. This 
is an issue that I have sought to press 
in articles, talks, discussion, books 
and presentations over the past years. 

But there is some commonality 
between the two although this may 


sound a contradiction : refugees and 


migrants in, what is called the North- 
east, have often been spawned by 
problems of land scarcity. 

The first, often by conflicts over 
land and who or which ethnic/social 
group should control it thus estab- 
lishing their political supremacy; the 
second by inability to find work on 
land or devastated by an endless 
cycle of floods and droughts. 

The reason why I have chosen to 
dwell briefly in the opening of this 
article on the issue of definition is 
very simple. There are hundreds of 


thousands of migrants in the North- 
east, perhaps even millions, but only 
a handful can be classified as true 
refugees in the definition of the term 
as it exists. The phrase ‘environmen- 
tal refugee’ has caught on in some 
parts of the world and among some 
non-governmental! organisations. But 
if the definition of the term refugee 
is extended to include this new 
amorphous group, then nation-states, 
especially India, will be officially 
burdened by the task of taking care 
of many millions of such displaced 
people. 

It is a political nightmare and no 
one in their right mind will say that 
India must officially support the mil- 
lions of Bangladeshis and Nepalis 
who are living here. It is doing so 
informally by allowing them to work 
and function in this country in many 
areas of life. 

So, extreme care needs to be 
taken about the terms that one 
employs and one should not fall into 
the trap of using phrases too loosely. 

1 often fall back on definitions that 
Myron Weiner, the political scientist 
at the Massachussetts Institute of 
Technology, developed recently: 
Rejected Peoples and Unwanted 
Migrants. 

The first group, Rejected Peoples, 
would mean political refugees. 

The second category, Unwanted 


4=Migrants, would embrace those 
<groups which have crossed interna- 
“Sional borders (as well as domestic 


state boundaries) in search of eco- 
nomic benefits and largely as a result 
of environmental and economic fac- 
tors. Their status of being “unwanted” 
lies in their rejection by the host 
community. It is significant to note 
here that the host community — 
whether it is in Assam or Arunachal 


Sanjoy Hazarika has reported for the 
New York Times in South Asia and is 
currently working on projects relating to 
communication and migration in the 
Northeast. He is Author of “Bhopal: The 
Lessons of a Tragedy; Strangers of the 
Mist”, “Tales of War and Peace from 
India's Northeast” and co-author with 
TN. Seshan of the “Degeneration of 
India” and the “Regeneration of India”. 


Pradesh or Tripura — does not resist 
the influx of migrants until it be- 
comes evident that this inflow is 
threatening the political and social 
control of the host group. 

There is another problem of defi- 
nition here and that is with regard to 
the word or words Northeast (some 
say North East). North of what and 
East of where? The only physical 
connection with India is a thin land 
corridor through which run the only 
rail line, roadway, gas and oil pipe- . 
line. I prefer to call this beautiful 
and tragic region India’s Far East. 

So let us now dwell on the 
Rejected Peoples and Unwanted Mi- 
grants of the India’s Far East, though 
these terms have international appli- 
cation. At the end of this article, | 
shall also look at communities at 
risk. 


Rejected People 


The major groups of political refu- 
gees in this region comprise of the 
Chakmas from Bangladesh, the Ti- 
betans, the Bhutanese of Nepalese 
origin and smail handfuls of Chins, 
Burmans and other ethnic groups 
from Myanmar as well as students 
from there. 


The Chakmas 


There are an estimated 50,000 
Chakmas who have fled persecution 
in their native Chittagong Hill Tracts. 
They now live in refugee camps 
(which are more like small villages) 
near the border of Tripura state with 
Bangladesh. I am not including those 
Chakmas who are now living in 
Arunachal Pradesh because they 
were the first externally displaced 
people from a development project; 
the Kaptai Dam in the Chittagong Hill 
Tracts that flooded some of the best 
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Chakma refugee child in search of water. 


step out of the camps. 
According to refugee 
leaders this has pre- 
vented Chakma refu- 
gee students from tak- 
ing part in the school 
leaving examinations. 

In addition, the 
Jana Sanghati Samiti, 
the main political 
party set up by the 
Chakma leaders in 
the 1970s, is active 
here. Its armed wing, 
the Shanti Bahini, has 
been sporadically ac- 
tive in Bangladesh. 
One of the reasons 
why the Chakmas 
have become refu- 
gees (this latest exo- 
dus came in 1988, the 
earlier one was in 
1978) is the military 
crackdown against 
the Shanti Bahini that 
targets Chakmas sus- 


VHA of Tripura 
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farmland in that area and forced 
more than 30,000 Chakmas to leave 
for India and Myanmar, then Burma. 
These migrants were later settled in 
the North East Frontier Agency 
(NEFA), now known as Arunachal 
Pradesh, without a detailed discus- 
sion with local chiefs by the Govern- 
ment of India. The results have been 
obvious and harsh. 

The Chakma refugees have re- 
jected several attempts by the Gov- 
ernment of Bangladesh to enable 
them to return to their homes. Their 
leaders say that the situation on the 
ground in the Hill Tracts is not 
conducive to their return. They con- 
tinue to live in difficult conditions in 
Tripura although they are supplied 
free rice anda measly 25 paisa for 
their daily needs by the state govern- 
ment from a Central Government 
grant. The meagre amount means 
that many men work inthe 
neighbouring villages and on farms, 
often at rates below the market 
wages. This has created local ten- 
| sions and occasional clashes. Some 
months ago, the state government 
ordered the Chakma refugees nol to 


with the militants as well as innocent 
people. Human rights violations have 
been reported as extensive over 
nearly two decades. 

And the cause for all this military 
activity is a campaign by the govern- 
ment at Dhaka (which has since 
been suspended) to settle Bengali- 
speaking Muslims on the thinly-popu- 
lated region in the world’s most 
densely populated nation. This again 
bears out my earlier point on land 
and identity becoming a cause for 
conflict and eventually the creation 
of refugees. The military remains to 
protect Bengali settlers and to fight 
the Shanti Bahini. 


The Tibetans 


Of the 120,000 Tibetans who have 
followed the Dalai Lama, their god- 
king, into exile, a-small number live 
in the India’s Far East. These are in 
Arunachal Pradesh and rarely have 
had a reasonably good relationship 
with local people, who include Bud- 
dhists, 


The Bhutanese 


Of the 115,000 or so Bhutanese 
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refugees/migrants (this may be con- 
fusing terms but not all those who 
left Bhutan, | feel, are political refu- 
gees; some groups have left for 
economic reasons since it is 
unsustainable for small communi- 
ties to work the lands), about 15,000 
are said to be in India. These include 
people in Assam’s Kokrajhar District 
as well in the Darjeeling area and the 
Duars of West Bengal where 
some have taken refuge with Nepali- 
speaking families, relatives and 
friends in the tea gardens. 


The Burmese 


These are among the smallest groups | 


of political exiles in the area. They 
include the Chins (also known in 
Mizoram as Burmese Mizos because 
their language, customs and faith 
are similar to the India Mizos), who 
are handloom weavers and labourers 
as well as businessmen, teachers 
and students. The total Burmese 
political exile community in Mizoram 
and Manipur — these are the states 
where they are located apart from 
New Delhi where many have shifted 
especially after the UNHCR began 
recognising them as political refu- 
gees in need of protection) — has 
been estimated at not more than 
about 300. But economic migrants 
are more. 


Unwanted Migrants 


There are several such groups and 
their numbers dwarf the actual refu- 
gees. Because of shortage of space, 
1 will deal with this question briefly 
and then move onto communities at 
risk. 


Bangladeshis 


This rather sweeping term is rel- 
evant especially to Assam where a 
continouus influx from Bangladesh, 
beginning from earlier times when it 
was East Pakistan and East Bengal, 
have triggered angry reactions from 
the indigenous population of the 


Brahmaputra Valley, namely the - 


Assamese. fllegal Bangladeshis are 
said to number as much as 15-18 
million in all of India and about one- 
tenth of that figure is believed to be 
in the Northeast, primarily in Assam, 


; 
i sn 


iNegally crossing porous land and 
water boundaries with ease. But 
many of these figures need careful 
analysis, cross-checking and a clear, 
hard look, 

Violence against the settlers in 
1983 (during the ill-fated elections 
when at least 3,000 to 4,000 are 
believed to have been killed by 
mobs) and in the decade has pitted 
indigenous groups against them and 
even Bodo militants have attacked 
Muslim settlers. In the wake of the 
demolition of the Babri Masjid at 
Ayodhya, more than 100 were killed 
in a furious clash between Bengali- 
speaking Muslims and Hindus: the 
real reason — a bid by the new 
Muslim migrants to seize land where 
the older migrants have settled. 

Attitudes toward the bidhekhi or 
foreigner continue to be hard al- 
though many Assamese and others 
are not averse to letting them to 
unskilled jobs. And it is also a fact 
that many of the migrants — as 
elsewhere in the world — have 
added a new dynamism to the 
state’s economy and development 
with their vigorous farming and multi- 
cropping patterns where one-crop 
used to be the norm. They have 
transformed some of the backward 
areas into rich agrarian lands. But 
the conflict with them will continue 
as long as land scarcity haunts 
Bangladesh and its resourceful poor 
continue to cross the border in 
search of work and survival strate- 
gies. This issue, although muted 
now, will not go away and is likely to 
trigger greater tension and has the 
potential for extensive violence in 
the next years as it is near-impos- 
sible to resolve. After all, the roots of 
the problem lie not within the land 
frontiers of India but in its unfortu- 
nate neighbour. 

The most troubled migrant com- 
munity after the Bangaleshis are the 
Chakmas referred to in Rejected 
Peoples as that group which left the 
Chittagong Hill Tracts after the flood- 
ing caused by the Kaptai project. 
This group is said to be about 40,000 
strong in Arunachal Pradesh, tightly 
organised and outnumber the local 
and traditional communities of the 


area. The original inhabitants, the 
Singpyos, are not more than 5,000 
and these groups are located in 
eastern Arunachal Pradesh. The 
Chakmas are being denied their 
basic rights: health, rations and edu- 
cation even after being there for 32 
years. They remain stateless although 
many have been born in India. And 
the problem seem nowhere near a 
solution within demands by the pow- 
erful students union and all political 
parties for their ouster. 

The Chakmas live in fear and 
face intimidation and threats from 
the Arunachalese. The concern is 
growing over their future. But one 
must take into consideration too, the 
concerns of the local people who 
find themselves saddled with a prob- 
lem they did not create, with a group 
of people they do not want, with the 
Indian Government unwilling to push 
out the settlers, and a growing anger 
at their own helplessness in chang- 
ing the situation. The conditions 
appear right for a fresh confrontation 
but cooler heads must counsel re- 
straint and negotiations. 


Nepalese 


These groups, include Indian 
Nepalese as well as those from the 
Himalayan Kingdom of Nepal. Many 
are herders and suppliers of milk 
and milk products across the North- 
east. Occasionally, they have been at 


the receiving end of local hostilities 
and nowhere is this starker than in 
Meghalaya, where they and other 
plains groups have been targets of 
attack and threat. 


Threatened Communities 


In closing, | would like to mention 
that there are several indigenous 
communities in the region which 
face intimidation, violence and 
worse. These include the Chakmas 
in the West of Mizoram, who have 
been targets of a drive against illegal 
migrants by the Mizo Students Union 
as well as the tragic conflicts that 
have erupted betwen Kukis and 
Nagas in Manipur, especially with 
the tiny Anal Tribe and the larger 
Tanghkhul group aligned on one 
side. That there is government in- 
volvement in the clashes in Manipur 
on the side of the Kukis is well- 
known and one insurgent group is- 
also supporting the Nagas. There are 
other factors including contro] over 
drug and arms routes and traditional 
rivalries and hatreds. 

But what is clear is that without 
developing adequate information 
about this litthe-kKnown and under- 
studied area, without seeking to 
understand it, the tragedy of the 
region and its peoples will grow and 
continue to explode in bloodshed 
and violence. 

Is anyone listening? 2 


CSI HOSPITAL 


Applications are invited for the post of Resident Doctor 
(Male and Female) in this 175 bed general hospital. 
Quarters with basic furniture will be provided and the salary 
scale is as follows: 


MBBS : Rs.2000-90-2450-115-3025-145-3750-180-4650-220-5750. 
Plus D.A. Rs.260 (on Basic salary of Rs.2000) 
Rs.450 (on Basic salary of Rs.2001-3000) 


Plus N.P.A. Rs.750 


Applications giving biodata, details of experience (if any), 
and copies of final marks, should be sent to the Medical 
Superintendent, C.S.]. Hospital, Chikballapur - 562 101 as soon as 
possible. Candidates may also come in person at any time to 
see the hospital, and for interview. 


Dr. R.L. Robinson 
Medical Superintendent 
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Shar Aung hails from Mandalay, second 
capital of Burma. He fled to India after 
crackdown on democratic movement by the 
Burmese Army in 1988. He was arrested by 
the Manipur Government in Imphal under the 
foreigner Act while seeking political aslyum 
from Indian government . He was released 
from jail after one year and half. He was 
recognised by UNHCR as refugee. Presently he 
is working in All Burma Students League for 
the restoration of democracy in Burma as its 


The Burmese Refugees 
in India 


Shar Aung 


urma (presently named 

‘Myanmar’ by successive mili- 
tary junta) lies between two giant 
nations — India and China. Burma 
with an area of 676.552 sq. km and 
45 millions population and formerly 
known as the ‘rice bowl of the far 
East’ has gained its independence. 
Burma adopted Parliamentary De- 
mocracy and had popular govern- 
ment till 1962. The democratically 
elected government was ousted by 
the Army in coup, and the then 
military dominated Government in- 
troduced “Burmese Way to Social- 
ism” into Burma. Since then Burma 
was totally isolated from the outside 
world and ditched into poverty un- 
der the government called “Burma 
Socialist Programme Party (BSPP) 
headed by General Ne Win. 

In the early 1988, there were 
dramatic events in this small, hith- 
erto closed country of Burma. On 23 
July, General Ne Win, who had ruled 
Burma autocratically for 26 years, 
announced that he was resigning 
forthwith and that a referendum was 
to be held as to decide on the 
country’s future. Nation-wide turbu- 
lence followed and Ne Win’s party 
refused to accept the idea of a 
referendum. 

On 8.8.88 millions of peoples from 
all walks of life took to the streets to 
press for reform and democracy. 
The national leader was Daw Aung 
San Suu Kyi, the 43-year-old daugh- 
ter of Burmese Independence hero, 
General Aung San, who was assas- 
sinated in 1948. Events moved fast 
and three heads of state were forced 
to resign by the growing people’s 
and students movement. 

Finally, on September 18, 1988, 
the army staged a bloody coup and 
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brought in the repressive State of 
Law and Order Restoration Council 
(SLORC). While promising free and 
fair elections, they brutally attacked 
thousands of citizens many of whom 
were students and young people 
committed to ushering in democ- 
racy in the Jand. Thousands lost their 
lives and many were detained in 
prisons. Aung San Suu Kyi formed 
the National League for Democracy 
(NLD) with her close associates 
within days of crack-down. 


Daw Aung San Suu Kyi 
1991, Nobel Peace Prize Winner 

SEs SEOs OTERO RE OS re CE a a 

On May 27 1989, in the country’s 
first elections in three decades, the 
National League for Democracy 
swept the polls, winning 386 of the 
485 seats in the National Assembly. 
Yet, the army refused to hand over 
power and attempted to divide the 
NLD. On July 20, 1989, Aung San Suu 
Kyi was placed under house arrest. 
When the period of detention ran 


SE ERE OS I LTT ESE I LT 


General Secretary 


out in July 1994, the junta unilaterally 
extended it till July 1995. 

Though she was released after six 
years of house arrest, yet many are 
still in prison, and there appear no 
mood from the junta towards a 
dialogue. Her release does not in any 
way promise an automatic change 
in either the political climate of the 


country or in the situation of those © 


Burmese committed to democracy 
both within and outside Burma. In 
the years between, Aung San Suu Kyi 
has become a world figure, winning 
innumerable awards and prizes, in- 
cluding the Nobel Prize for Peace in 
1991. 

The Burmese military authorities 
are notorious for their inhuman ap- 
proach. Apart from oppression of 
ethnic minorities, they have used 
prisoners, under-trials and the youth 
as porters to carry arms and ammu- 
nition in the unending war against 
the minorities. These developments 
led to a steady exodus of dissidents 
from the country into neighbouring 
Thailand and India. 


“Influx of Refugees from Burma 


As a result of the three-decades old 
civil war, deep economic hardships 
and bruta! repression by the Bur- 
mese military government, thousands 
of Burmese people left their homes 
resulting in a massive exodus of refu- 
gees from Burma. Thousands crossed 
the border areas of Thailand, India, 
Bangladesh and China because of 
severe fighting between government 
forces and armed opposition groups, 
economic hardships inside the coun- 
try and inhuman treatment of civil- 
ians. Although there had been re- 
settlement of Burmese people mainly 
from minority nationalities since the 


| 


civil war broke out in 1947-48, there 
was no indentifiable “refugee” popu- 
lation in the border areas. 

However, after 1984 when the 
Burmese army launched intensive 
military campaigns against the armed 
Opposition groups along the border 
areas, thousands of civilians, mostly 
Karens, Mons, Kachins and Nagas, 
fled into neighbouring countries. 
When the Burmese army intensified 
its large-scale offensive again in 
1992-93, the huge influx of refugees 
from Burma meant that the stability 
of the region is in danger. The 
refugees carried unique stories of 
their own experience of torture, 
killing and other inhuman treatment 
by the Burmese army in the areas 
from which they had fled. 


Political Refugees in the Cities of 
Neighbouring Countries 


After the military coup on 18 Sep- 
tember 1988 thousands of political 
activists who took part in the 1988 
people’s uprising left the cities and 
towns for the jungles along the 
border areas of neighboring coun- 
tries. Many students and youth 
reached India, Thailand, China and 
Bangladesh border areas which were 
controlied by the Kachin armed 
resistance groups. Hundreds of stu- 
dents, mostly from the central Burma, 
reached the Manipur and Mizoram 
states of India and many from Arakan 
region went into the southeast of 
Bangladesh. It is estimated that as 
many as 8,000 activists reached the 
Thai-Burma border areas, about 500 
came to the areas of Indo-Burma 
border areas of Manipur State and 
several hundreds, political activists 
especially from the Chin nationali- 
ties, reached Mizoram. And more 
than 400 students, youths and monks 
gathered on the area of Bangladesh- 
Burma border. 

In 1988, the Government of India 
announced that it would not turn 
back student refugees from Burma, 
but rather provide them with shelter 
as long as their lives are in danger in 


Burma. Moreover, in the wake of 


military coup in September 1988, the 
Indian Embassy in Rangoon offered 


Burmese student leaders who took 


ee evernenserneery- an 


part actively in the nation-wide up- 
rising some amount of financial 
assistance for going to India. 


Refugee Camps in Manipur 


The State Government of Manipur 
allowed Burmese students to stay 
inside an army compound in Leikhun 
in Chandel district. 

Ina camp named “Burmese Refu- 
gee Camp” (BRC) which is 64 Km 
away from the border, about 300 
activists mostly students, stayed in 
1988-89. However, the treatment to 
the student refugees inside the camp 
by the local authorities was not 
sympathetic. There was even a repa- 
triation of 160 Burmese students by 
the Manipur authorities in March 
1989 following clashes between refu- 
gees and Manipur Figles soldiers. 
The student refugees were taken by 
two military trucks and dropped at 
the border. Most of them were 
arrested by the Burmese soldiers 
who were waiting at the spot nearby 
and others who re-entered Indian 
territory were picked up the Manipur 
police. Later, these students built 
another makeshift camp for them- 
selves near the previous site and the 
authorities continued to look after 
the student refugees. 

In early 1989, some students were 
arrested by the local police when 
they tried to escape from a walled 
camp. They were put into the Imphal 
Jail in Manipur. After almost one year 
(some were there for many more 
months) in jail without trial, the 
intervention of some concerned In- 
dian activists led to their release. 
And these students came to New 
Delhi to apply for refugee status at 
UNHCR (India). After waiting for 
nearly two months, the. students 
were recognised as refugees by the 
UNHCR and they were provided with 
Rs.850 per month per person for 
food and shelter in Delhi (Now this 
has been raised to Rs.1200 pm. 
There are still about 60-80 Burmese 
students refugees in Manipur. 


Refugee Camps in Mizoram 
In 1989, the State Government of 
Mizoram established a refugee camp 
in Champhai, three miles from the 


border for those student refugees 
who reached in 1989. About 100 
Burmese students were shifted to 
another place, Zemabawk, on the 
outskirts of the capital Aizwal. Later, 
some of these students rented a 
house in Aizwal and worked as daily 
wage earners digging, farming and 
weaving for their food and shelter. 
Although the Mizoram government is ' 
still providing some essential food 
items to the student refugees, mostly 
Chin nationalities, inside the 
Champhai refugee camp, nothing is 
provided for those students who are 
staying in Aizawl. 

In the late 1990, the Chief Minister 
of Mizoram Mr. Lalthanhawla helped 
these students in Aizwal by 
authorising the authorities to issue 
Ration Cards. This card comes in 
handy while dealing with the police. 
Five Members of Parliament from 
Burma, who were elected in the May 
1990 election, crossed the border 
and came to Aizwal in 1991 and 
joined the student refugees in 
Mizoram State. A hundred Arakanese ° 
students who were shifted from the 
Bangladesh border in April 1993 are 
also refugees in Mizoram. 

Apart from Burmese students and 
youth, who are political refugees in 
India there are about 20,000 Bur- 
mese belonging to ethnic nationali- 
ties who left Burma due to eco- 
nomic hardships under the military 
and now they are working as 
handloom weavers, gold smiths, 
carpenters daily wage earners etc., 
at Aizwal, in Mizoram. The children 
of these families cannot study in the 
local schools because it is too ex- 
pensive for the parents, Moreover, 
since they are illegal residents in 
India getting admission into any ° 
local school is not easy, 

In 1993, these refugees set up a 
primary school at Aizwal for those 
between five and fifteen years which 
is still working, There are 20 to 25 
students regularly attending classes. 

However, those who are above 15 
years are not able to study, Most of 
them have to help their parents, to 
augment their incomes. Many have 
completed their basic education 
while in Burma and want to con- 
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tinue. They are now trying to set up 
a kind of high school which is in 
Burmese medium where students 
are taught History (including Bur- 
mese history), English, General 
Knowledge and Handicrafts. 


Refugees in Arunachal Pradesh 


Since 1992 SLORC, troops have 
been using forced labour in the 
Arakanese regions and Kachin state 
of Burma to construct dams, roads, 
army bases etc. For these construc- 
tions every family from Arakan and 
Kachin state of Burma also has to 
pay tribute to the Army in terms of 
cash and goods. Many of those who 
could not face the repression, tor- 
ture and harassment escaped to 
India. Those who have fled to India 
from the Kachin state live in 
Arunachal Pradesh and from 
Arakanese villages live in Mizoram as 
refugees. Information on these 
Kachin and Arakanese refugees in 
Tripura is very scanty. 


Burmese Refugees in New Delhi 


At present, there are about 200 
political activists from Burma taking 
refuge in New Delhi. Most of the 
Burmese refugees in Delhi live in the 
Janak Puri and Vikas Puri areas. 
Since many Indian citizens who 
were driven out from Burma after 
the 1962 military coup settled in 
these areas, they are very supportive 
of the Burmese refugee students 
and youth. With their hospitality, and 
moral, material support. And also 
since they know and understand 
Burmese traditions, culture and lan- 
guage, Janak Puri and Vikas Puri 
have become the Centre of Burmese 
refugees in New Delhi. Apart from 
these areas, Burmese refugees are 
scattered in Mehrauli, Mangolpuri, 
Gautam Nagar and Munirka Vihar of 
New Delhi. Out of 200, about 25 have 
not got refugee status or provided 
with financial assistance by the 
UNHCR office in New Delhi. The rest 
(about 175) Burmese refugees un- 
der the mandate of UNHCR are 
being provided financial assistance. 

Burmese refugees in New Delhi 
are not provided residential permit 
by the Government of India and thus 
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are not entitled to get ration cards or 
earn money for their livelihood. Due 
to lack of a residential permit or any 
valid document provided by the 
Government of India, Burmese refu- 
gees in India cannot travel abroad to 
study even if they get scholarships 
from Universities in other countries. 
Some refugee students who are 
qualified and are willing to work, as 
they are without residential permits, 
do not find employers. 


Inadequate Financial Assistance 
from UNHCR 


Though UNHCR revised the monthly 
allowance of Rs 850 to Rs.1,200 per 
month per person since August 1994, 
the sum is still inadequate is times of 
rampant inflation. In 1994, UNHCR 
Started providing a one-time lump- 
sum of Rs. 15,000 to those refugees 
who are willing to set up business for 
their livelihood in India. Thus, more 


| than 20 Burmese refugees used this 


offer with the aim of setting up 
businesses in Manipur and Mizoram. 
However, in reality, none of them 
were able to set up a sound business 
due to various reasons. After with- 
drawing the lumpsum from UNHCR, 
these refugees found themselves 
without any money in their hands 
and thus borrowed money from 
other fellow refugees for survival. 


No school, college or university 


When Burmese political activists 
and other Burmese refugees in India 
left their country, most were not able 
to bring with them their educational 
certificates and documents. There- 
fore, it became a great problem in 
their joining the schools, colleges 
universities in India. 

Educational Assistance from 
UNHCR and other organisations: 

Although UNHCR has a policy to 
financially assist those refugees who 
are doing basic education (up to 
10+2 standard in India), this policy 
doesn’thelp the Burmese refugees in 
India. Thus, no financial assistance 
from UNHCR has reached them for 
their education (exceptin 1994 when 
UNHCR provided financial assistance 
to 11 Burmese refugee students to 
join basic computer software courses 


in New Delhi). However, UNHCR of- 


fice in New Delhi provided aid for 
some vocational training courses such 
as motor mechanics, Beauty parlour 
training and air ticketing courses. Now 
UNHCR has discontinued this sup- 
port. 


No Medical Facility 


It is very difficult for the refugees 
under the mandate of UNHCR to get 


even simple medical treatment in | 


the hospitals of Delhi. Though the 
UNHCR office provides basic medi- 
cal assistance and some amount of 
money to buy medicines the sum is 
inadequate. Further, they are re- 
quired to go to the UNHCR health 
care places during office hours only. 
Due to the language and financial 
problems, they cannot go to other 
hospitals. 


Other Problems 


Besides the above problems, Bur- 
mese refugees have to face other 
serious problems as well. Due to 
ethnic differences and because of 
their refugee status/background, lo- 
cal people refuse to rent out houses 


to the Burmese. In addition they face 


problems of food habits and cultural 
difference, language etc. In fact, 
many of them have been man- 
handled and beaten on the streets 
and buses in Delhi, many a times 
due to language problems. 


Political and Social Activities of 
Burmese Refugees in India 


Most of these refugees from Burma 
are politically motivated and deter- 
mined to bring about change in their 
country. Under different name and 
banner, they formed themselves into 
organisations and continued their 
unfinished, struggle. All Burma Stu- 
dents League (ABSL) is a student 


organization which has been carry- ° 


ing out series of political activities 
such as staging demonstrations in 
front of Burmese Embassy in New 
Delhi, organizing seminar, art-exhibi- 
tion in various part of India and 
publishing newsletter, journal pam- 
phlet and book. 

ABSL also engages in social wel- 
fare activities for the Burmese refu- 


———— 


gees such as setting up primary 
health care Centre in New Delhi and 
School in Mizoram and raising funds 
through selling Burmese traditional 
cuisines, post-cards, T-Shirts occa- 
sionally. Though ABSL is putting its 
entire efforts for the welfare of these 
students, it is not be quite effective 
without regular and consistence sup- 
port from the local and outside 
world. ABSL has its headquarters in 
New Dethi and regional offices in 
Aizwal of Mizoram state and in 
{mphal of Manipur state of India. 
There are several other groups be- 
longing to Burmese Women 
Organisations, Burmese Buddhist 
Monk Union, Chin Refugee Associa- 
tions, Workers Federation of Burma, 
Arkan Liberation Front who are also 
operating their activities from Delhi. 
The five Members of Parliament who 
were elected in the May election in 
1989, are also running their office of 
National Coalition Government of 
Union of Burma in India. 


India’s Policy on Burma 


India has awarded its highest award 
Jawaharlal Nehru Award for Interna- 
tional Understanding for 1993 to 
Aung San Suu Kyi and voiced its 
support loudly for restoration of de- 
mocracy and human rights in Burma 
since 1988. However, India is in 
dilemma with regard to its regional 
influence over Burma, while Chi- 
nese intimacy with the Burmese 
General has incredibly increased. 

India is in a piquant station 
whether to choose Aung San Suu Kyi 
or the SLORC. Hundreds of pro- 
democracy activists were given 
staunch support by the governments 
of former Prime Minister Rajiv Gandhi 
and V.P. Singh. 

After five years of diplomacy stand- 
off, Prime Minister Narashima Rao 
sent Mr. J.N. Dixit, the then Foreign 
Secretary, to Yangon in February 
1993 to mend fences with the SLORC. 
The Deputy Foreign Minister of Burma 
in his subsequent visit to New Delhi 
in early 1994 exerted pressure upon 
New Delhi to stop assisting or per- 
mitting anti-SLORC activities from 
Indian soil. 

The odds to outmanoeuvre China 


——- 


are quite high against India. China 
has entrenched itself in Burma by 
providing moral and material sup- 
port to the SLORC even in the most 
difficult period, after the crackdown 
of the pro-democracy activists in 
1988. China remained the sole ally of 
the SLORC when India joined the 
international community to sever 
diplomatic ties with the SLORC. 

Since the resumptions of diplo- 
matic relations in 1993, hundreds of 
ethnic Burmese minority refugees 
have been coerced to return to their 
country. The handful of pro-democ- 
racy activists in Delhi have been 
under pressure from the United 
Nations High Commissioner for Refu- 
gees (UNHCR) to return to the camps 
in India border states of Manipur and 
Mizoram or stop anti-SLORC activi- 
ties. India has allegedly been 
pressurising the UNHCR. 

The Burmese refugees in the 
North East India namely the Chins, 
Nagas and Arakanese are often ha- 
rassed by India security forces. Al- 
though the State Government of 
Mizoram tolerates the presence of 
the Chins, it has, in acquiescence 
with the Central Government of 
India initiated a campaign to expel 
40,000 Chin refugees sheltered in the 
State. In September and October 
1994, at least 1000 Chin refugees 
were reportedly deported from India 
over a one-month period. The repa- 
triation process of September-Octo- 
ber 1994 was temporarily discontin- 
ued only to begin again in June 15, 
1985; 

The repatriation process of June 
1995 was a part of the Indo-Myanmar 
trade pact singed in early 1995. It 
was informally agreed to start joint 
Indo-Myanmar military operations to 
quell both the domestic insurgency 
movements in north-east India and 
the Burmese democratic forces cur- 
rently living in India. In April 1995, the 
Burmese and Indian military officials 
launched a joint military campaign, 
Operation Golden Bird. 

India Home Secretary K. 
Padmanabhaiah and SLORC’s Deputy 
Home Minister Mr. Tin Hlaing held a 
meeting on August 16-17, 1995 in 
New Delhi to review the Operation 


Golden Bird. In. the latest meeting — 
held in Yangon from December 22- 
25 1995, India once again assured 
Myanmar of taking all possible and 
practical measures to curb the “nega- 
tive elements”. 

But SLORC is annoyed with India 
over the award of Jawaharlal Nehru 
Award for International Conference 
on Restoration of Democracy in 
Burma held in New Delhi in January 
1996. Indian national political parties 
including the ruling Congress party 
condemned the SLORC. 

Suu Kyi also received extensive 
press coverage from Indian journal- 
ists who accompanied Mr. 
Padmanabhaiah in December 1995. 
The SLORC snubbed the Indian ° 
Government by cancelling visas on 
January 11, 1996 of an Indian expe- 
dition team consisting of members 
of Parliament and Prime Minister 
confidantes, retracing the historic 
March of Indian National Army dur- 
ing the World War II. The team was 
stranded and had to be airlifted from 
Yangon after Prime Minister’s inter- 
vention. 


Conclusion 


For the long term, India cannot rely 
on the SLORC which is an illegal and 
de facto government. The “construc- 
tive engagement” which has been 
practiced by the ASEAN countries 
does not benefit the people of Burma ° 
but strengthens the ironic military 
rule. India has started following the 
same path of ASEAN under the 
“constructive engagement” with the 
SLORC. It damages India’s credibility 
as the world’s largest democracy 
and tradition of extending support to 
the oppressed people’s struggle in 
different parts of the world. 

India, as a neighboring demo- 
cratic country, should comply with 
its duty to support the democratic 
movementin Burma which has both 
historical and cultural links closely 
with India. India should to extend its 
official recognition to the Burmese 
activists in India as refugees. There 
should be, by any chance, no forced - 
repatriation of the Burmese refugees 
for the welfare of the Burmese 
democracy activists in India. 4 
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Working with Refugees in 


‘Tripura 


Dr. Dilip Kumar Ray 


Re: may be said as the most 
refugee populated state of North- 
Eastern India. The land — population 
ratio is second to Assam. The steady 
and massive immigration into the 
state is causing serious deforestation 
and ecological disbalance. The 
exploration of more and more farm- 
ing land and exploitation of the 
forest for income are the root-causes 
of destruction of the environment. 
The natural forest area decreased to 
less than 30% of the land area which 
was about 80% of the land area at 
the time of independence. Such a 
rapid decrease of the natural forest 
resulted in socio-economic disaster 
for the tribals who depend on the 
natural forest for their livelihood. The 
migration during the present cen- 
tury, specially in the last part of the 
century, affected mostly the aborigi- 
nal population of the state. The 
majority population was reduced to 
minority within last fifteen years and 
they lost the democratic rights of the 
majority. 


Demographic Explosion through- 
out the Century 


During the seventy year period 1901- 
1971, while the percentage increase 
in population for India as a whole 
was 129.6 only, that for North Eastern 
India in general and Tripura in par- 
ticular was 358.4 and 797.9, respec- 
tively. This indicates that the growth 
rate in Tripura was of an extra- 
Ordinary nature. Table ], gives a 
clear idea on the trend of demo- 
graphic expansion in this state: 
There is no denying the fact that 
such demographic explosion in this 
State is attributable more to the 
influx of immigrants than to the 
natural increase of indigenous 
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Table 1 
Decadal Variation of Population 
Growth in Tripura 


-.. Decade.....| Wage iI 


1901-1911 
1911-1921 


1921-1931 
1931-1941 
1941-1951 
1951-1961 
1961-1971 
1971-1981 
1981-1991 


people. 

Numerically, the most significant 
immigration into this state had been 
that of the non-tribals. How the 
non-tribals have outnumbered 
the tribal population in the state over 
the preceding years is shown in 
table 2. 

Notwithstanding that there were 
immigrants — tribal as well as a non- 
tribal - from other provinces and 
native states, the Bengalis hailing 
from the adjoining districts of Syllhet 
in Assam Province, Tipperah, 
Noakhali, Chittagong, Chittagong Hill 
Tracts and Dacca constituted the 
bulk of immigrant settlers in Tripura. 
For example, in 1901 alone out of 
43,694 immigrants 39,807 were 
Bengalis hailing from the aforesaid 


Table 2: Tribal and Non-tribal Population of Tri 
some Selected Years 


Dr. Dilip Kumar Ray is the 
President of Voluntary Health 
Association of Tripura. He is 
also the Secretary of VHA 
Executive Board. 


places. Again, as many as 1,84,000 
displaced persons entered into 
Tripura in 1950-51 alone, quite a 
good number of them finally settled 
down here. 

The story of non-tribal immigra- 
tion to this state actually dates back 
to the fourteenth century when Raja 
Ratanamanikya-1 settled 4,000 
Bengalis in four places of Tripura. It 
was however since the end of the 
last quarter of the nineteenth 
century that immigration of Bengalis 


‘had been enormous. In the initial _ 


period, the throne was in favour of 
the settlement of Bengalis in the 
state in its own socio-political and 
economic interest. 

The next numerically dominant 
group of immigrant settlers in the 
State were the Manipuris. In 1931, 
Manipur population was 19,200 of 
whom agriculture (plough cultiva- 
tion) was the main occupation of 
4,171. 

The tribal immigrants into the 
state had added to its demographic 
varieties than to its size. Out of the 
19 enlisted tribes found to be settled 
in Tripura today, eight, namely 
Tripura, Riang, Noatia, Jamatia, 
Halam, Kuki, Chaimal and Uchai are 
known to have migrated to this state © 
from outside in the historical period, 


pura in 


Year _ Fribal ~~ “Non-tribal Total Percentage. of - 

‘ oh. BR Tribal Popula- 
as tion to. Total 

1901 91,544 81,781 1,73325 52.81 

1931 1,90,032 1,92,418 3,82,450 49.69 

1961 3,60,070 7,81,935 11,42,005 31.53 

197] 4,50,544 11,05,798 19,56,342 28.94 

1981 3,83,920 14,69,138 20,53,058 28.44 

199] 8,953,345 18,91,382 27,44,827 31.00 


and as such, they are regarded as 
the original settlers of Tripura. The 
list of immigrant tribes includes the 
rest, that is, Chakma, Mag, Garo, 


_ Khasi, Lushai, Bhutia, Lepcha, Bhil, 


Munda, Oraon and Santal. 

The Chakma and Mags are known 
to have migrated to Tripura from 
Chittagong Hill Tracts and Arakan 


_ hot earlier than the eighteenth Cen- 


tury. In 1931 their population were 
8,730 and 5,748 respectively. Regard- 
ing their occupational position, jhum 
cultivation was the predominant form 
of economic activities among the 
Chakmas. A good number of Mags 
took to plough cultivation as the 
main occupation retaining jhum cul- 
tivation as the subsidiary occupa- 
tion. Notwithstanding that there were 
other reasons like internal feud, 
growing population pressure on land 
and the consequent excess demand 
for land in the countryside etc. Easy 
availability of it as well as plain land 
on the one hand, and the princely 
patronage through extension of vari- 
ous facilities to the immigrant set- 
tlers on the other, were the two most 
important factors which were 
responsible for Chakma and Mag 
immigration. 

Garo, Khasi and Lushai are Assam 
tribes and are known to have mi- 
grated to this state at different points 
of time. The Khasis who were mostly 
settled in the North District of Tripura 
were also famous for their cultiva- 
tion of pan (betel leaf), and because 


_of this, they were also in the good 


books of the state administration. 
The Bhil, Munda, Oraon and Santal 
— the Central and Eastern India 
tribes — are hardly seventy years old 
in Tripura. When tea gardens were 
set up for the first time in Tripura in 
1916-1917, Coolies had to be re- 
cruited from outside. 

_ Table 1 shows that the population 
of the state almost doubled mainly 
due to the migration of the Bengali 
refugees from the East Pakistan. 
Since then a high growth rate is 
maintained due to constant transmi- 
gration through the border. There is 
more than three-fold increase in the 
population growth rate after the 
partition and independence whichis 


creating exorbitant drain and dam- 
age to the natural resources, spe- 
cially the natural forest of the state. 
Affecting thereby, the overall eco- 
nomic as well as political scenario of 
the state, ‘ 


The Chakma Refugees 


In the present time, besides the 
constant flow of transmigration of 
Bengalis, both Hindus and Muslim, 
about 55,000 Chakma refugees are 
maintained in the six camps of South 
Tripura District. They are maintained 
by the Central Government. 
Chittagong Hill Tract lies in the 
southeast corner of Bangladesh. This 
is the homeland of these ten linguis- 
tically different small nationals — 
Chakma, Marma, Mag, Tripura, Bawn, 
Lushai, Murung, Pankho, Khumi, 
Khlyang and Chak. For ages they 
have been living in the Chittagong 
Hill Tracts with their own society, 
culture and language. The Govern- 
ment of British India created the 
Chittagong Hill Tracts as an ‘Ex- 
cluded Area’ by enacting the 
‘Chittagong Hill Tracts Regulation of 
1900’ on 6th January, 1900. Again 
under the Government of India Act 
of 1935, it recognised the Chittagong 
Hill Tracts (CHT) as a ‘Fully Excluded 
Area’. In 1947 the Chittagong Hill 
Tracts become of Pakistan. Between 
1957 and 1963 the government built 
a massive hydroelectric dam at 
Kaptai which flooded 54,000 acres of 
plough land taking 40 percent of the 
terrain available for cultivation from 
the tribal farmers. 100,000 hill people 
were affected, few received any 
compensation and thousands fled to 
India. 40,000 were moved to 
Arunachal Pradesh of India. By now 
there are 60,000 of them living there, 
still stateless, even though many of 
them have been born in India since. 

After the Bangladesh war of lib- 
eration the hill people had hoped for 
political recognition and some form 
of autonomy within the state of 
Bangladesh. However, this was de- 
nied to them. In 1972, the JSS 
(Chittagongh Hill Tracts People's 
United Party, or JSS for short) was 
formed and in 1976 its armed wing 
the Shanti Bahini started guerilla 


attacks against Bangladesh army 
and Bengali settlers who had inun- 
dated the hills by moving up from 
the plains. 

Between 1979 and 1984 a’ 
Bangladesh government transmigra- 
tion policy brought 400,000 settlers 
into the Hill Tracts, to an area where 
there was already a scarcity of land 
after the construction of the Kaptai 
dam. Together with the transmigra- 
tion policy, a huge militarisation of 
the area took place. The military 
have used counter insurgency against 
the guerillas as an excuse to oppress 
the tribal people. For over 20 years 
disturbing accounts of killing, tor- 
ture, rape, arson, forced relocation, 
cultural and religious oppression of 
the hill people have come to light. In 
1986 about 60,000 people, who were 
forced to leave their habitat in CHT 
took shelter in the South district of ° 
Tripura. But the massacres in differ- 
ent areas of CHT have not stopped, 
e.g., the Logant Massacre on April 
10, 1992, the Naniarchar Massacre 
on November 17, 1993. 

In 1989 the Bangladesh govern- 
ment brought in a new District 
Council Law. The claim was that it 
would bring autonomy to the Hill 
Tracts under Councils led by pre- 
dominantly tribal people. However, 
the paltry powers of the District 
Councils with regard to important 
issues such as land rights and their 
establishment by force has greatly 
discredited their claim to be autono- 
mous bodies. 

To solve the refugees problem - 
sheltered in Tripura, from 1986 on- 
wards, Bangladesh government, sent 
five delegations to the relief camps 
in Tripura for repatriation of the 
refugees, unti] Prime Minister Begum 
Khaleda Zia came into power. The 
initiative for repatriation of the refu- 
gees gathered momentum when 
Prime Minister Begum Khaleda Zia 
visited India in May 1992. An under- 
standing was reached between her 
and her counterpart, P.-V. Narasimha 
Rao on the repatriation of the Jumma 
refugees. As a result of negotiation 
the repatriation of the first batch of 
3000 refugees took place on Febru- 
ary 15-23, 1994. And the repatriation 
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of rest is still uncertain. 


Condition of Chakma Refugees in 
Camps 

The refugees get interrupted supply 
of rice, salt and cash doles from the 
Central Government. The other es- 
sential commodities including the 
firewood are to be earned by them. 
The cheap refugee labours make the 
local labourers jobless and some- 
times causes refugee — anti-refugee 
controversies, The situation in the 
camps may be said to be inhuman. 
The health, hygiene, sanitation and 
drinking water condition is worst. 
The drinking water tubewells re- 
main out of order for most of the 
time due, to over pressure on them. 
The open air Jatrine pits in the very 
much congested camps endangers 
the health and hygiene of the refu- 
gees. Leading to the prevalence of 
diarrhoea, dysentery and other 
gastroenteric diseases. Malaria is the 
most killer disease in the camps, 
without any preventive and curative 
measures. The government health 
care in the camps is almost lacking. 
There women’s and children’s health 
is completely uncared and the. mor- 
tality rate of children and women is 
very high. There education is also 
neglected and the Chakma leaders 
think that the camp life is producing 
a generation gap with illiterate chil- 
dren. The eagerness of Chakmas for 
education is very much well-known. 
There are few high schools run by 
the ex-teachers of the refugees but 
the students are not allowed to 
appear in the local board examina- 
tions. Lack of education aids, teacher 
and other prerequisites of education 
in the existing schools, disqualify 
them to cater to the children of 
refugees. To top it all, the shools 
remain closed most of time. 

There is a serious impact of the 
long lasting existence of the refugees 
on the host country. The refugees 
have cleared more than 25 square 
kilometres of deep natural forest of 
the state for the firewood and house- 
building materials. The local tribals 
have lost the forest on which they 
depend for livelihood. The anti-so- 
cial activities, including smuggling of 


Cen 


Responding to malaria during the epidemic in 1995. 
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Table 3 : Treatment of Different diseases with major Diseasewise 
Distribution of the Patients in 1995 in Chakma Refugee Camps 


run by VHAT 


Diseases. * 


Total patient treated 


No.of patients treated 
21,788 


Major diseasewise patient distribution: 


¢ Malaria 

¢ Other fever 

¢ Diarrhoeal diseases 
e Anaemia 

¢ Night Blindness 

¢ Tuberculosis 

¢ Leprosy 

¢ Skin infection 


forest timber, prostitution, home- 


made liquor trading etc. have in- 
creased. 


Intervention of VHA of Tripura 


Votantary Health Association of 
Tripura (VHAT) initiated the health 
progra-mmes in the camps to pro- 
mote health education, preventive 
health care and supply of medicare 
since 1989. The programme is still 
continuing for 55,000 refugees in six 
camps. 

The main areas of activities in the 
refugee camps include — training of 
the health workers and traditional 
dais, health education campaign, 
immunization, construction of com- 
munity latrines and protected drink- 
ing water well, curative and referral 
services, supply of educational ma- 
terials and clothes for the children, 
school health programme, working 
for the mental health of the victimised 
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6,994 
2,024 
8,589 
1,377 
1,832 
178 
14] 
437 


women by constructing weaving 
. projects for them in every camp etc. 
Table 3 reflects the curative activi- 
ties of VHAT during one year and the 
nature of sufferings of the refugees 
from the prevailing diseases. 

It is observed in the foregoing 
discussion that the numbers of 
the refugees, inside and outside 
the camps, is increasing in geomet- 
ric progression in this tiny state of 
about ten thousand square 
kilometres. There is no industry or 
enough natural resources to cater to 
this huge population pressure. More- 
over, massive deforestation fol- 
lowed by. World Bank buttressed 
rubber monoculture is heading 
the state towards natural disaster 
of desertification. It is high time we | 
took some urgent measures, to Stop 
this trend of demographic explosion | 
and environmental devastation in 
this state. Q | 

j 


— 


Refugees in Manipur 


Manipur Voluntary Health Association 


here are two types of refugees in 

Manipur one is domestic internal 
refugees and the other, international 
refugees. 


Domestic/Internal Refugees 


From time immemorial, there have 
been ethnic clashes taking place in 


_ whole of Manipur causing hardships 
to life and untold miseries to various 


communities. In such situations, 
people have no alternative but to 
leave their homes and settle down in 
new areas where they can live 


_ peacefully. Whoever had lost their 


| 
| 


; 
: 
: 
L 


lives in such violent incidents were 
also respected to be heroes of the 
respective communities. 

In recent past, that is, by the year 
1992, there had been a very unfortu- 
nate incident among two rmnajor 
communities in Manipur, namely, 
the Kukis and the Nagas. The 
problem turned to be explosive in 
the latter years. Till today, it contin- 
ues to take place in a small way. The 
incidents left about 40,000 people 
homeless who migrated to new 
places for their lives and about 400 
people including women and chil- 
dren fell victim to such violent activi- 
ties. Since these domestic refugees 
do not come under internationally 
recognised category of refugees, they 
got inadequate relief and reliabili- 
tation from the Government and 
also from the NGOs/Voluntary 
organisations. 


International Refugees 


¢ During Sino-India problem a few 
Tibetan families came to Manipur 
between 1958 and 1961. They 
have settled down in the state 
and they are having the status of 
refugees as of today. Their living 
condition is good. 


The population of Manipur is not 
increasing in the normal way. When- 
ever there is any conflict taking place 
in the neighbouring country like 
Myanmar (Burma) and Bangladesh 
a good number of foreigners enter 
into this state. Therefore, statistical 
data on population shows that ap- 
proximately 30% of the present total 
population of Manipur are migrants 
from the neighbouring countries who 
conceal their identities of foreigners. 
So they are not identified as refu- 
gees. 


+ Burmese refugees : When a sud- 
den change in the administration 
took place in Burma on Septem- 
ber 18, 1988 under the military 
leadership of General Saw Maung, 
many warring groups fighting for 
restoration of democracy in the 
country fled to the territorial ar- 
eas of the neighbouring coun- 
tries. 


In the name of State Law and 
Order Restoration Council (SLORC), 
the military Government of Burma 
(now Myanmar) detained thousands 
of students and leaders of the pro- 
democracy movement. Those who 
left their beloved motherland for a 
noble cause sought for shelters in 
Indo-Burma, Thai-Burma, Bangla- 
desh-Burma and Sino-Burma bor- 
ders. Some of those refugees in 
Indo-Burma border managed to 
reach Delhi, to approach the United 
Nations High Commissioner for Refu- 
gees (UNHCR) to give them the 
status of Burmese Refugees. 

Almost all refugees landed and 
staying back in Manipur are student- 
groups spread in three areas of the 
State, viz. Moreh and Leikun in 
Chandel District and Imphal of which 
the main camp is situated at Leikun. 


This article has been 
writen by Manipur 
Voluntary Health 
Association 


The students themselves were the 
members of the Burma Democratic 
Guerilla Front. Later on they realised 
that they could pressurise their de- 
mand for restoration of democracy 
in Burma to the international com- 
munity through an organised way 
and they decided to change the 
earlier name of their organisation to 
the Burma Democratic Students 
Front (BDSF) and this new set up 
started to work from October 24, 
1988. Mr. Tinwin, President; Mr. Thura, 
Vice President; and Mr. Brian, Gen- 
eral Secretary are important mem- 
bers of the BDSF. 

The number of students staying at 
Leikun Camp, Chandel District, 
Manipur is 43. They arrived to this 
place on 10.10.1988. Since they are 
international refugees, relief materi- 
als and Rupees 2 per head per day 
is given by the government Another 
20 students of the same organisation 
are also reported to be staying in 
Aizwal, Mizoram. 


Present Situation 


They reside in temporary camps in 
mountainous area. They have asmall — 
clinic which is looked after by Medi- 
cal persons who are among the 
refugees. Prevailing diseases are 
malaria, gastrointestinal diseases 
diarrhoea, dysentery, obstetric, In- 
fectious diseases like vira] hepatitis, 
enteric diseases and so on. 
Personnel : Two MBBS doctors, two 
final year medical students and three 
self trained medics. 

Education : There is a nonformal 
education centre. 

Economic activities : Agriculture, 
Handioom & handicraft and Animal 
rearing are the main sources of 
livelihood. 4 
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Primary Health Care for 
Refugees in Delhi 


Dr. Amla Rama Rao 


roviding Primary Health Care to 

marginalised population is al- 
ways a challenging endeavour. Do- 
ing so, in response to a crisis or 
disaster, following the outbreak of a 
war or internal conflicts in countries, 
forcing people to abandon their 
homes, belongings, relatives and 
children, is harder still. In other 
words, medical assistance and pri- 
mary health care services for refu- 
gees is not an easy task. Their health 
problems often interfere with the 
process of integration and creates 
myriad social problems for the local 
people. 

Different countries have different 
policies concerning refugees. Indian 
policy clearly states that refugees 
can be in India temporarily but 
cannot be integrated permanently. 
However, provision of basic services 
being a human right, it cannot be 

denied to anybody staying either 
temporarily or permanently. There- 
fore, a comprehensive health care 
system that takes into account, the 
physical, social and mental well- 
being of refugees must be estab- 
lished in each country. 


Role of the UNHCR in India 


Ever since the inception in 1981, the 
United Nation High Commissioner 
for Refugees (UNHCR) in New Delhi 
has been responding to and assisting 
in the medical and psychological 
needs of the refugees. The infra- 
structure of health services provided 
by the local Government and Non- 
Government Organisations (NGOs) 
have been tapped by them. Refu- 


gees have been making full use of | 


these free health care and hospital 


| facilities 
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UNHCR, till Feb. 1995 was actively 
engaged in implementing and moni- 
toring the medical assistance to 
refugees, through community cen- 
tres which were established in three 
localities: Saket, Vikaspuri and Amar 
colony. 

The medical problems were 
screened at primary health care 
centres attached to the Refugee 
Community Centres. Those who 
needed medical investigations, and 
specialised long term treatment were 
referred to the Government Hospi- 
tals, especially to the All India Insti- 
tute of Medical Sciences (AIIMS). 
AIIMS runs a refugee counter 
manned by professionally trained 
Medical Social workers duly sup- 
ported by refugee interpreters. Dur- 
ing the period between 1981-July 
and 1993, all Medical bills against 
prescriptions given by the PHCs or 
Government Hospitals were reim- 
bursed. In August 1993, the Medical 
Assistance Programme was restricted 
to the seriously/chronically ill pa- 
tients and the handicapped. They 
were treated at specialised hospi- 
tals, clinics and were monitored 
through the refugee community cen- 
tres. Their treatment costs were 
reimbursed. Other refugees were 
advised to avail of the free care at 
government hospitals and clinics 
and no financial reimbursement were 
available to them. This measure was 
introduced to prevent abuse and 
misuse, 

Special Assistance under the 
Handicapped Programme was 
started in September 1983, for the 
care, treatment and rehabilitation of 
the handicapped refugees. Refugees 
who were permanently disabled with 


ee 
rg pee : 


We ao 
Dr. Amla Rama Rao is the 
Secretary of Voluntary Health 
Association (Delhi). Earlier she was 
the Head of Community Health 
Promotion Division of VHAM. 


Dr. Rao has had years of experience 
in field of community health 
teaching, training and practice. 
Lae 


terminal health conditions were rec- 
ommended by the Medica! Social 
Workers for assistance under this 
programme, after taking into ac- 
count the chronicity of the disease, | 
degree of impairment or the disabil- 
ity condition and need for long term 
treatment. Besides treatment, refu- 
gees under this project were also 
assisted with prosthetic aids, calli- 
pers and other rehabilitative mea- 
sures. The aids were mostly ob- 
tained at subsidised rates from 
specialised institutes. They were also 
referred to vocational courses such 
as costume / jewellery designing, 
calliper making, telex operation etc. 
Most of these courses were obtained 
at nominal cost. These vocational 
courses proved to be very beneficial 
for handicapped refugees and some 
of them have also got employment 
opportunities after being trained. 

Refugee children who were diag- 
nosed as cases of cerebral palsy, 
mental retardation etc. were re- 
ferred to special schools such as 
YMCA, New Delhi, Okhla Centre etc. 
Parents of refugee children, who 
were unable to attend the special 
school, were enrolled for Home 
Management Programme. Parents 
were guided to train their children, 
to obtain independence in activities 
of daily living. A close liaison was 
maintained with these institutes by 
the Medical Social Worker. 

In India, Medical and Counselling 
assistance has evolved over the past 
15 years. There has been an attempt 
to give basic medical care to refu- 
gees at par with the local population 
like refugees in other parts of the 
world. Till recently OCM had directly 
assumed operational responsibilities 


for the bulk of the assistance 
programme including the medical 
assistance. India’s foreign policy does 
hot permit UNHCR to enter into 
implementing arrangements with 
local NGOs as is done in other 
places. But the increasing load to 
UNHCR put them in a difficult,situa- 
tion. Shortly, UNHCR decided to 
collaborate with an NGO to imple- 
ment their programme for the Af- 
ghan refugees in Delhi. 


VHAD Interventions 


The discussions were held between 
Voluntary Health Association of India 
and UNHCR. With full assistance 
and encouragement of VHAI, VHAD 
put up a proposal to UNHCR in May 
1995 which was approved in Octo- 
ber 1995. The proposal clearly stated 
the objectives of getting involved in 
implementing a comprehensive 
health care programme for the 
refugees in Delhi recognised by 
UNHCR on similar lines and prin- 
ciples. The programme consists of: 


@ medical care and assistance 
¢ preventive care and 
# promotive care 
* counselling 
* health education session 
* nutritional needs 


« rehabilitation and assistance to 
handicapped. 


Health education session in progress at Vikaspuri. 


Health Education Sessions 


Prevention and control of TB and 
hypertension were the main areas 
covered. 

The sessions were well appreci- 
ated. These are special groups, al- 
ready informed to be collected at a 
particular day and time. The session 
becomes more useful as it is the 
concerned group. Plans are to con- 
tinue with such health education 
activities. ‘ 


- Working with the Handicapped 


The help available in Delhi for iden- 
tified handicapped cases is sought 
and places like Spastic Society and 
Blind Relief Organisation have been 
contacted for assistance. Spastic 
Society has agreed to start a rehabili- 
tation session in one of our clinics for 
the parents of disabled children. 
Others in the community also will be 
involved. 


Target Population 


As on 30th June 1995 about 21,989 
refugees live in Dethi and its suburbs, 
while others are spread out through- 
out the country. The Refugees in 
Delhi comprise of 21,473 Afghans, 


' 219 Iranis, 342 Somalis, 105 Sudanese 


and 367 refugees of various other 
nationalities. There were 1121 refu- 
gees who needed special medical 
care and attention being seriously ill. 
Some 200 refugees in the ‘special 


needs’ group being either physically 
or psychologically disabled, need to 
be adapted into the new environ- 
ment. 


| | 
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There is also a small group of ° 


young single refugees which need 
attention because of drug addiction 
and sexually transmitted diseases 
(STDs). 


Medical Care 


The project has started a compre- 
hensive health care programme for 
refugees through three Primary 
Health Centres and a Mobile Clinic 
from where they not only get treat- 
ment for minor ailments, but also are 
referred for special care to AIIMS or 
other general hospitals, available in 
Delhi. 

All refugees having medical prob- 
lems have access to the Primary 
Health Care Clinics or the Mobile 
Health Care Van. Upon registration, 
they would go through medical ex- 
amination and get the appropriate 
medicines free of cost, prescribed by 
the appointed allopathic doctors. 

Those who need special care or 
investigation are be referred to spe- 
cial hospital for treatment and follow 
ups. These clinics are situated in 
three different localities. 


Preventive Care 


The families, pregnant women and 
children of refugees, are taken care 
of through medical check ups and 
immunizations provided in these 
PHCs and mobile van. 


Promotive Care 


Nutritional deficiencies of patients 
are assessed and referred to the 
appropriate centre. Counselling and 
therapeutic measures to psychologi- 
cal and psychosocial problems are 
undertaken by the social worker and 
the medical team. 

Special health education sessions 
are being organised in each Primary 
Health Care centre for patients 
with chronic diseases like Hyperten- 
sion, Diabetics, Tuberculosis etc. Due 
emphasis is laid on healthy, life 
styles. 

Till today, the number of cases 

(Contd. on page 14) 
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apc populations have well-tried 
routines for maintaining health, 
but migration means leaving such 
support system behind. 

Everyday tasks such as obtaining 
and disposing of waste become a 
matter of improvisation and adapta- 
tion, while grief and trauma often 
depress the spirit and lower the 
body’s natural resistance to disease. 
Particulary in refugee camps, an 
unaccustomed effort must be made 
to avoid ill-health. 

At the Imishli refugee camp in 
Azerbaijan, there are about 30,000 
refugees, many of whom have been 
there since it was set up for those 
Azeris who were displaced by Arme- 
nian occupation in 1991. In such cir- 
cumstances, emergency relief is not 
enough; ageneies and refugees must 
look to longer-term modes of exist- 
ence. This is where health education 
comes in; the health educator and 
the team of regueees working with 
her spread such messages as: “Wash 
your hands and dispose of waste 
Safely to prevent diarrhoea”, or “Wash 
your bodies and change into clean 
clothes to prevent scabies”. 


Diarrhoeal diseases 


Overcrowdin 


Measles 


Malaria 


Meningococcal meningitis 
and pertussis 


Amoeba Cholera Typhoid 


Respiratory diseases 


Tuberculosis 
= es ae 
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g; contamination of 
change in diet; lack of soap 


Overcrowding; low immunisation coverage 


Change of environment which may introduce 
refugees to a strain to which they are not resistant; 
stagnant water which becomes a breeding ground 
for mosquitoes; poor refuse control 


Overcrowding in areas where disease is endemic 


Overcrowding; poor personal hygiene; contami- 
nated water; inadequate sanitation 


Overcrowding; poor shelter 


Overcrowding; malnutrition 


Helping Refugees to Stay Healthy 


After the first emergency, health 
education activities for refugees have 
to cover such areas as sanitation, 
nutrition and immunization. Two 
standard ways of getting health mes- 
Sages across are to train refugees 
themselves as health educators, giv- 
ing them responsibility for a desig- 
nated zone of the camp, and to work 
through existing groups in the camp, 
such as women’s associations, and 
regular meetings of camp leaders. 

In 1994, nearly 500,000 persons 
applied for asylum in the 
industrialised countries and nearly 
five million have done so since 1983, 
but only a small percentage of these 
are accepted officially as reguees. 
Many others spend years in the 
limbo of knowing that they may be 
sent away from their country of 
refuge at very short notice. But all of 
them have to find ways to keep 
healthy. 

To meet this need, several 
organisations run programmes spe- 
cifically geared to helping refugees 
maintain health in their new and 
uncertain environments. In Geneva, 


COMMON DISEASES AFFECTING REFUGEES 


water and food; 


rehydration solution 


age 


on first attack. 


Adequate living space; good personal and food hygiene; safe water supply 
and sanitation; vector control (e.g. flies); handwashing; rapid use of oral 


Supplying nets; destroying mosquitoes by spraying (after consulting local 
experts); drugs prophylaxis only for those (@.g. young children) who might die 


Adequate living space; immunisation (after expert advice) and possibly 
prophylaxis for close family members 


Adequate living space; safe water; proper sanitation; good personal hygiene; 
Soap distribution; public health education 


Adequate living space; proper shelter; adequate Clothing and blankets 


Adequate living space: BCG immunisation and active case finding 


Ann Avery is 
consultant on refugee 
education, living in 
Geneva, Switzerland. 


Switzerland, a centre for women in 
exile has met with a very positive 
response from Eritrean, Somali and 
Sri Lankan women who have partici- 
pated in ten-month courses on 
health. The women spend two hours 
twice a week exploring first aid, 
major illnesses, mothers’ and 
children’s health, and basic hygiene. 
They then receive a simply written 
and illustrated book called Women: 
Partners in Health, summarising what 
they have learnt. L’Association 
Genevoise d’Entrade pour Refugies 
(AGER) has published this book in 
English, French, Portuguese, Somali 
and Tigray. It was written by a’ 
tropical health nurse with experi- 
ence in Africa and Latin America, 
who is now preparing a detailed 
teacher’s guide. 

Such efforts are a worthwhile 
investment for refugees, especially 
when what they learn is conveyed in 
a way that enables them to pass on 
essential health information to oth- 
ers. 


(Reprinted from “World Health”. No- 
vember - December 1995). Q 


Adequate living space; immunisation of children 9 months to 12-15 years of 


Mental Health of Refugees 


Dr. Harish Shetty 


he ongoing conflicts in Bosnia, 

Kashmir, Lebanon ete. has again 
focused the attention of the world on 
the plight of dislocated people across 
the globe. War, famine poverty and 
other reasons have forced millions 
of people to leave their homelands 
for safety, succour and solace in the 
last few decades. 


@ Pre-flight | Time leading to the 
decision to seek refuge 
@ Flight and | Period of migration 
separation | from one place to the 
other 
@ Asylum Period of residence in 
temporary refugee 
camps or similar 
settings which may last 
for years. 
| @ Resettle- Period of settlernent 
ment within the country of 


' 
' 


—— 


first asylum, or a third 
location it may last for 
years or a lifetime. 


There are nearly 27 million official 
refugees [people who have fled to 
another country to seek refugee] in 
the world today and an equal num- 
ber of internally displaced people 
[people displaced in their own coun- 
tries, e.g., Kashmiri Hindus]. 

The largest number of refugees 


Dr Harish Shetty is 

a social psychiatrist with a 
special interest in Disaster, 
Mental health, and Drug 
abuse. 


people displaced from Afghanistan 
constitute the single largest group. 
[seven million live in Pakistan and 
Iran]. About five million live in Africa 
and the ‘ethnic cleansing’ in former 
Yugoslavia has displaced approxi- 
mately three million people. 17 per 
cent of the world refugee population 


y and | cing 
Violence and political persecution 
Food shortages, poverty, famine, 
drought 

Environmental scarcities and 
degradation 

Sexual assault 

Social upheaval 

Family loss 


Violence 

Sexual assault 

Familial separation 

Separation from one’s homes and 
society 

Collapse of social supports 


Fear of being forcibly sent home 
Unemployment 

Food shortages 

Inadequate health services 

Bad living conditions 


Unemployment and under 
employment 

Social isolation 
Acculturation problems 
Limited social ties 

Prejudice 

Language barriers 
Intergenerational conflicts 
Marginalisation and minority 
status 


reside in Asia and Africa and the 


malnutrition, 


trauma, physical 


disability, 
depression, 
anxiety, fear, 


Grief, depression, 


fear, anxiety, 
trauma, 


Learned 
helplessness, 
Depression 
Despair 
Malnutrition 
IiIness 


Depression 
Anxiety 
Suicide 
Delinquency 
among 
adolescents, 
Violence 
Familial 
generational 
conflicts 


bie Eanes ae % waa 


resides in the countries of western 


¢ Anticipate and prepare for 
refugee movements 

¢ Advance political capital 
of marginal groups 

* Create advocacy groups 

for potentially dislocated 


* Develop better assistance 
programmes 

* Provide international 
support 

¢ Assure just compensation 
for forced relocation 


* Improve camp conditions 

¢ Provide gainful 
employment 

* Provide adequate health 
and mental health 
services 

* Integrate traditional healers 
into health systems 

* Assure education of 
children and safety of 
women 

* encourage participatory 
process in decision 
making 

* Help to establish asylum 


* Provide employment, 
housing options 

* Maintain social and 
comunity ties 

« Provide support 
programmes, youth 
programmes etc. 

* Create legal advocacy 
groups 

« Provide community work 
interventions 

* Try family reunification 
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Europe, USA, Canada and Australia. 
The number of people who have left 
their native countries primarily in 
search of jobs constitute 70 million. 


Psychosocial Consequences 


These differ in different groups and 
in different stages of the refugee 
experience. 

i) The pre-flight period: Time lead- 
ing upto the decision to take 
refuge. 

ii) The period of flight : Experience 
of migration from one place to 
the other. 

iii) Reception phase : The period 
which may extend into years of 
residence in refugee camps or 
similar settings that elapses be- 
fore an individual returns to his 
home, settles formally within a 
country of first asylum, or re- 
settles in some third location. 


Factors Aggravating Mental Health 

Morbidity 

* Torture : is the single most impor- 
tant factor predicting high morbid- 
ity even in the absence of other 
stressors 

* Being unaccompanied : unaccom- 
panied refugees suffer more psy- 
chological distress than those who 
are accompanied 

* Multiple traumatic experiences— 
pre migration or during transit 

* Multiple losses 

* Culture conflicts leading to alien: 
ation and marginalisation 

* Female gender, children and eld- 
erly 

* Social degradation and social pas- 
Sivity 

* Being less privileged 


Factors Promoting Psychological 
Resilience 


* Prior knowledge of and prepared- 
ness for torture 


* Strong commitment to a cause 
* Strong social supports 


* Immunization against traumatic 
stress as a result of repeated 


exposure [concept still controver- 
Sial] 
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¢ Religious affiliation serves as a 
protective factor, eg, Cambodian 
youths resettled in USA and Aus- 
tralia reported traditional religious 
beliefs and ritual as powerful re- 
sources in combating painful 
memories of the past 


Maintaining daily routines 


Children staying with their mother’s 
or a familiar substitute, eg, earlier 
evacuation pro-grammes which 
separated children from their par- 
ents have been proved to be 
mistakes 


Integrated families, eg, Mozam- 
bican refugees women living with 
their extended family demon- 
strated better psychological ad- 
justment 


Some High Risk Groups 


¢ Elderly : The elderly are generally 
rooted in their previous culture 
and find it difficult to make friends 
and feel isolated. They also lose 
their established positions of high 
esteem and feel useless. Fears of 
failure to learn the new language 
and the probability of death makes 
them severely depressed. Loss of 
family members during escape 
also leads to survivor guilt feelings 
among them. Change in their adult 
children and grand children make 
the elderly refugee very uneasy. 
They feel unneeded and unappre- 
ciated. Different religious beliefs 
and philosophies governing life, 
illness and death are not easily 
accommodated by western cul- 
tures causing conflicts. 


¢ Women : This group along with 


children have higher psychologi- 
cal distress. Single, divorced and 
the widowed are at a greater 
disadvantage. Lack of education, 
poor job skills, higher incidence of 
depression and increased vulner- 
ability by virtue of their gender 
cause marked aggravation of the 
mood state. Refugee women find 
it extremely difficult to alter the 
methods of disciplining their chil- 
dren in host countries, eg, corporal! 
punishment is the standard and 
accepted practice of child disci- 
pline in most west African com- 


¢ 


munities but in France it amounts 
to child abuse. Also for instance, 
high levels of alcohol consumption 
among Cambodian women whose 
husbands had taken mistresses 
within the camp has made them 
vulnerable to both extreme pov- 
erty and social humiliation. More 
than 20,000 women have been 
raped in Bosnia since the onset 
of the conflict in 1992. 


Children : Children form an impor- 
tant group who are at higher risk 
for severe psychological morbidity. 
Orphans and those separated from 
their parents need special atten- 
tion. Refugee children are con- 
fronted with stressors arising from 
conflicts, trauma situations as well 
as their developmental conflicts 
and adult stressors. They all need 
to deal with superimposed emo- 
tional burden of humiliation, ex- 
ploitation, discrimination forced 
institutionalisation, increased pov- 
erty and at times all-around depri- 
vation. They also display higher 
incidences of physical disorders, 
eg, Kuwait war affected children, 
Philippine children, Rwanda chil- 
dren refugees (State of the World’s 
Children 1996, UNICEF). 


Refugee Mental! Health: Important 
Issues 


° 


Acculturation : Impact on the mind 
of the refugees 

Acculturation is a term defined as 
a culture change that results from 
continuous first hand contact be- 
tween two distinct cultural groups. 
Earlier it was regarded as a group 
phenomenon but now it is gener- 
ally accepted as an individual level 
phenomenon. The changes occur- 


ring due to acculturation are physi- . 


cal, biological, political economic, 
cultural, social and psychological. 
Values, beliefs and motives change, 
ethnic identities and personal iden- 
tities undergo shifts, eg, in a study 
conducted among Hmong of the 
sponsoring church agency were 
distressed as they were caught in 
a double mind between their loy- 
alties to their Hmong family and to 
their American sponsors. In addi- 
tion to deprivation of the support 


| 
| 
| 
’ 
’ 
) 


and comfort rendered by their | # Mental Health Worker in a Refugee ways outside of therapy to cope 


own religious belief, the conver- Situation with these often intense feelings 
sion created confli i . i a 
tended’ and aeiage  | em * bilingual/Multilingual/Bicultural * should preferably be working in 
nuclear family members who wanton are an asset in providing groups, at least two and share 
Cc x ® * . . . 
Bowe ‘belonged. to” aifensat srell- psycho-social relief experiences and their feelings with 
gions. * should be trained atleast in basic fellow team members 
listening skills and should have | « should fall back 

Siebel bh ; ack on senior trained 

ealth problems do arise warm sympathy, genuineness, personnel in crises situations 


during acculturation and it would 
enhance life’s chances and men- 
tal health or destroy it as it is 
dependent on various factors. As 
mental health workers a fact to be 


openness and respect for life and 


human beings * should avail of “Mental health 


holidays” for recreation/relaxation 
inter-disciplinary schooling would at least one day in week 
helps her/him to acknqwledge and 


ethically understood is that no comprehend historical truths | * Health Organisations and Refugee 
conscious subtle or motivated at- which are generally masked by Mental Health 
tempts’should be made to alter the myth and obsolete notions Health organisations in our country 


have a very small agenda for mental 


cultural denominators of a victim . need to go beyond the purely 


population and all psychological interpersonal approach to prob- | health and do not recognise its 
relief should be unconditional and lems and lend an ear to the | importance. Lacking visibility of psy- 
without any strings attached. Yet different notions of life and society | Chological symptoms to the untrained 
harmful and dangerous practices and subsequently adjust interven. | ©¥e, absence of training in mental 
need to be slowly discouraged and tion patterns health, myths about mind and men- 


, ‘ tal illness, and an overwhelming 
multi-cultural enlightenment | urge to provide visible material relief 
through nonformal, formal meth- | and treat glaring physical illnesses, 
ods would equip her/him to facili: | fas also caused psychosocial relief 
tate better relief. Her/his appetite | io pea casualty. 
for ethnic/cultural knowledge Mental health issues and care are 
should be insatiable. not substitutes for other forms of | 
should monitor their own emo- | relief but need to be incorporated 
tional needs and find appropriate | into the existing health care systems 

making care more holistic and mean- 


ingful. A doctor treating a diarrhoea, 
Figure 1 : The Process of Acculturation and Adaptation a nurse bandaging the wounds or a 


CULTURE A t) CULTURE B social worker distributing bread could 
ee | <2 | Acculturating Group | be empowered for such tasks with- 
out increasing the burden of her/his 


responsibilities. 
ACCULTURATION | Lay appalling statements like 


the process of integration facili- 
tated ina manner that the refugee’s 
ethnic religious and personal iden- 
tity is not threatened to be de- 
stroyed. Care should also be taken 
that the old identities do not irm- 
pede routine day to day activities 
and natura! socialisation. Berry’s 
model — Fig 1 and 2 is worth 
contemplating. 


GROUP LEVEL CHANGES INDIVIDUAL CHANGES “Time is the best healer” from senior 
Physical Raheriaes aces pees ier = -—eeeiase 
Biological Univias officers in In¢ ia indicate the evel o 
Political ‘ Identity ignorance vis-a-vis mental health. 
Economic Acculturative Stress | This reminds us of the need to 
Cultural Psychosocial Adaptation | change policies, promote thinking 
Social and bring about changes on a war 
footing. Thereby improving our ser- 
ISSUE 1 | time in dealing with massive crisis 

It is considered to be of value to | situation. 


The Disability Act recently 
passed by the Indian government 
has included mental illness as one 
of the disabilities. This is a signifi- 
cant achievement as a result of 
consistent efforts on the part of a 
few health NGO’s. The recent World 
Bank report on health reveais that 


maintain cultural identity and characteristics? 
4) A “NO” 


ISSUE 2 
Is it considered to 
be of value to maintain 
relationships with other “NO” 
groups? 


ASSIMILATION 


INTEGRATION 


MARGINALISATION 


SEPARATION 


————— 


Berry's Model ~ Mental Health Services for Refugees, NIMH 1991(USA), pp. 200-1 
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the burden of disease of certain 
mental illnesses are much more 
than illnesses such as heart dis- 
eases and cancer. 
This calls for some fresh thinking 
and introspection among NGO’s in 
general and Health NGO’s in particu- 
lar. Three thrust areas which can be 
easily identified for future activities 
are : 
¢ Intense lobbying, nationally and 
internationally through all avenues 
to prevent war, strife and provide 
justice and aid to all displaced 
people 

e Incorporating mental health train- 
ing as a part of routine training 
activities within organisations 

* Pooling information of lessons 
learned and all processes involved 
in crisis relief within organisations 
and sharing it with all other rel- 
evant groups 


Mental Health Care for Refugees 


¢ Broad community based ap- 
proaches aiming at facilitating 
mechanism of social support and 
community integration, i.e., facili- 
tating of group contact discussion 
and sharing of experiences practi- 
cal assistance for refugees in such 
areas as child care, income gen- 
eration, provision by more inten- 
sive individual assistance for those 
in need 


Reconciliation of traditional ap- 
proaches with bio-medical model 
has been found to be useful and 
should be pursued 


Strategy of ventilation of emotions 
and thoughts as a cornerstone for 
alleviating distress need not be 
fanatically pursued as certain cul- 
tures Indo-Chinese, Mozambica 
use ‘forgotten’ and restricted shar- 


® 


a 


* 
Foreign gods 
(tdeals, idols, ideologies, 


persuasions, values) are 


ing as normal mechanisms of 
coping 
Low cost intervention involving 
the affected is deemed useful, e.g., 
in Rwanda during 1994-1995 more 
than 2000 Rwandese were trained 
as counsellors and care givers. As 
a result 70,000 people have partici- 
pated so far in expression activities 
such as signing, dancing, drama, 
drawing and writing. Similarly in 
Bosnia and Herzegovina and 
Croatia, local professionals, have 
been trained to screen children 
and identify symptions of post 
traumatic stress 
¢ pluralistic, multi-pronged, multi- 
disciplinary approach with in built 
culture sensitivity is advocated 


¢ 


Future Perspectives 


@ New paradigms such as “refu- 
gees are also at times prototypes 
of resilience, despite major losses 
and stress need to be explored 


¢ Spiritualism as a technology of 
healing needs to be studied 


To 


and a conceptual framework 
evolved 

Increased addiction, delinquency 
among victims should be put on 
a proper perspective and its rela- 
tionship with aggressive accul- 
turation needs to be looked into. 


Internally displaced people’s 

plight needs to be highlighted as 

much as of that of the official 

refugees, and care facilitated. At 

present they appear to be ne- 

glected Kashmiri Hindus, tribals — 
affected by the Narmada dam 

etc 


summarise 

people across the globe should 
aim at preventing strife (though 
utopian) 


if they fail to than anticipate the 
refugee problem and prevent 
severe morbidly 


if both the above conditions can- 
not be achieved provide early 
relief and facilitate comprehen- 
sive rehabilitation. Q 


~ His house'was 
For a: month live: 


as all of them reported being closer'to thelr 
g et alive dangyade and site Aisliked. 


et ambodian refugees after ten years of the collapse of. 
gime revealed that 80 per cent of adults felt'moderately _ 


Des RRS iS ld. oe 
O's worked as machin 


~ 


rcent of them were diagnosed to be suffering from PTSD. 
n was a depressive state called ‘bebotchit’ — deep 
islocation, World. Mental Health 
ist and owned a car, a home in Bosnia. 


troyed when his town was under siege by Serbian gunners. 
his son’s house and would go to visit his house as it was 


picked over by the Serbs.‘One ‘day he was captured and forced orito.a truck 


_ with 200 others. Many died from suffocation during their jourmey. Every night 
they used to call the prisoners and beat them to death. They would jump on 
their chest from a metre and a half height breaking theirschests and killing 
them instantly. Currently he is besieged by memories: “What can | do? 
I want to go back to Bosnia. J worked for 38 years and now everything is gone”, 


~ American Journal of Psychiatry, April 95 


than the military or 
economic power of the 


foreigner. 
ata | 
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Hidden Hands behind 
Rwandan Holocaust 


Michel Chossudovsky 


he Rwandan crisis has been 

presented by the Western media 
as a profuse narrative of human 
suffering, while neglecting to ex- 
plain the underlying social and 
economic causes. As in other ‘coun- 
tries in transition’, ethnic strife and 
the outbreak of civil war are increas- 
ingly depicted as something which is 
almost ‘inevitable’ and innate to 
these societies, constituting ‘a pain- 
ful stage in their evolution from a 
one-party State towards democracy 
and the free market’... 

The brutality of the massacres has 
shocked the world community, but 
what the international press fails to 
mention is that the civil war was 
preceded by the flare-up of a deep- 
seated economic crisis. It was the 
restructuring of the agriculture 
system which precipitated. the 
population into abject poverty and 
destitution. This deterioration of the 
Rwandese Refugees at Benaco Camp, 
Tanzania, May 1994. ¥ 


A need ee - aa! oe situations. s 
“Michel ‘Chossudousky analyses 
some the hidden: factors which © 
led to the. holocaust i in: ‘Rwanda. c 
The third world countries have 


| a lot to learn from the 2 Rwandan 
crisis... 
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Michel Chossudovsky is a , 
Professor of Economics, Faculty 
of Social Sciences, University of 

Ottawa, Canada. He has written 
numerous articles on third world 
issues. Some of the recent ones 
include similar analysis on 
former Yugoslavia. 


economic environment which im- 
mediately followed the collapse of 
the international coffee market and 


_ the imposition of sweeping macro- 


economic reforms by the Bretton 
Woods institutions — exacerbated 
simmering ethnic tension and accel- 
erated the process of political col- 
lapse... 

In 1987, the system of quotas - 
established under the International 
Coffee Agreement (ICA) started to 
fall apart. World price plummeted, 
the Fonds d’egalisation (the State 
coffee stabilisation fund) which pur- 
chased coffee from Rwandan farm- 
ers at a fixed price started to accu- 
mulate a sizeable debt. A lethal blow 
to Rwanda’s economy came in June 
1989 when the ICA reached a dead- 
lock as a result of political pressures 
from Washington on behalf of the 
large US coffee traders. At the con- 
clusion of historic meeting of pro- 
ducers held in Florida, coffee prices 
plunged in a matter of months by 
more than 50 per cent. For Rwanda 
and several other African countries, - 
the drop in price wreaked havoc. 
With retail prices more than 20 times 
than that paid to the African farmer, 
a tremendous amount of wealth was 
being appropriated in the rich coun- 
tries. 


The Legacy of Colonialism 


What is the responsibility of the West 
in this tragedy? First, it is important 
to stress that the conflict between 
the Hutu and Tutsi was largely the 
product of the colonial system, many 
features of which still prevail today. 
From the late 19th century the early 
German colonial occupation had 
used the mwami (King) of the 
nyiginya monarchy installed at. 
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Nyanza as means of establishing its 
military posts. 

However, it was largely the ad- 
ministrative reforms initiated in 1926 
by the Belgians which were decisive 
in shaping socio-ethnic relations. 
The Belgians explicitly used dynastic 
conflicts to reinforce their territorial 
control. The traditional chiefs in 
each hill (colline) were used by the 
colonial administration to requisition 
forced labour. Routine beatings and 
corporal punishment were adminis- 
tered on behalf of the colonial mas- 
ters by the traditional chiefs. The 
latter were under the direct supervi- 
sion of a Belgian colonial administra- 
tor responsible for a particular por- 
tion of territory. A climate of fear and 
distrust was installed, communal 
solidarity broke down, traditional 
client relations were transformed to 
serve the interests of the coloniser. 

Colonial historiographers were 
entrusted with the task of ‘transcrib- 
ing’ as well as distorting Rwanda- 
Urundi’s oral history. The historical 
record was falsified: the mwami 
monarchy was identified exclusively 
with the Tutsi aristocratic dynasty. 
The Hutus were represented as a 
dominated caste... 

The Belgian colonialists devel- 
oped a new social class, the so- 
called negres evolues recruited 
among the Tutsi aristocracy, the 
school system was put in place to 
educate the sons of the chiefs and 
provide the African personnel re- 
quired by the Belgians. In turn, the 
various apostolic missions and vi- 
Cariates received under Belgian co- 
lonial rule an almost political man- 
date, the clergy was often used to 
oblige the peasants to integrate the 
cash crop economy. These socio- 
ethnic divisions — which have been 
unfolding since the 1920s — have 
left a profound mark on contempo- 
rary Rwandan society. 

The Rwandan crisis has become 
encapsulated in a continuous agenda 
of donor round tables (held in Paris), 
cease-fire agreements, peace talks... 
These various initiatives have been 
closely monitored and coordinated 
by the donor community in a tangled 
circutt of ‘conditionalities’ (and cross- 
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conditionalities). The release of 
multilateral and bilateral loans since 
late 1990 was made conditional 
upon implementing a process of so- 
called ‘democratisation’ under the 
tight surveillance of the donor com- 
munity. In turn, Western aid in sup- 
port of multiparty democracy Was 
made conditional (in an almost 
‘symbiotic’ relationship) upon the 
government reaching an agreement 
with the International Monetary Fund 
(IMF), and so on. 

The model of ‘democratisation’ 
based on an abstract model of inter- 
ethnic solidarity envisaged by the 
Arusha peace agreement signed in 
August 1993 was an impossibility 
from the outset and the donors 
knew it. The brutal impoverish- 
ment of the population which 
resulted from both the war and 
the IMF reforms, precluded a 
genuine process of democra— 
tisation. The objective was to meet 
the conditions of ‘good governance’ 
(a new term in the donors’ glossary) 
and oversee the installation of the 
bogus multiparty coalition govern- 
ment under the trusteeship of 
Rwanda’s external creditors. In fact 
multipartism as narrowly conceived 
by the donors, contributed to fuelling 
the various political factions of the 
regime. Not surprisingly, as soon as 
the peace negotiations entered a 
stalemate, the World Bank §an- 
nounced that it was interrupting the 
disbursements under its loan agree- 
ment. 


The Economy since Independence 


The evolution of the post-colonial 
economic system played a decisive 
role in the development of the 
Rwandan crisis. While progress was 
indeed recorded since Indepen- 
dence in diversifying the national 
economy, the colonial-style export 
economy based on coffee (fes cul- 
tures obligatoires) established under 
the Belgian administration was 
largely maintained providing Rwanda 
with more than 80% of its foreign 
exchange earnings. A rentier class 
with interests in coffee trade and 
with close ties to the seat of political 
power had developed. Levels of 


poverty remained high, yet during 
the 1970s, and the rifts part of the 
1980s, economic and social progress 
was nonetheless realised: real gross 
domestic product (GDP) growth was 
of the order of 4.9% per annum 
(1965-89), school enrolment in- 
creased markedly, recorded infla- 
tion was among the lowest in sub- 
Saharan Africa, less than 4% per 
annum. 

While the Rwandan _ rural 
economy remained fragile, marked 


by acute demographic pressures . 


(3.2% per annum population growth), 
land fragmentation and soil erosion, 
local-level food self-sufficiency had, 
to some extent, been achieved along- 
side the development of the export 
economy. Coffee was cultivated by 
approximately 70% of rural house- 
holds, yet it constituted only a frac- 
tion of total monetary income. A 
variety of other commercial activi- 
ties had been developed including 
the sale of traditional food staples 
and banana beer in regional and 
urban markets. 

The economic foundations of the 
post-Independence Rwandan State 
remained extremely fragile, a large 


share of government revenues de- . 


pended on coffee, with the risk that 
a collapse in commodity prices 
would precipitate a crisis in the 
State’s public finances. The rural 
economy was the main source of 
funding of the State. As the debt 
crisis unfolded, a larger share of 
coffee and tea earnings had been 
earmarked for debt servicing, put- 
ting further pressure on small-scale 
farmers. 

Export earnings declined by 50% 
between 1987 and 1991. The demise 
of State institutions unfolded thereaf- 
ter. When coffee prices plummeted, 
famines erupted throughout the 
Rwandan countryside. According to 


World Bank data, the growth of GDP _ 


per capita declined from 0.4% in 
1981-86 to -5.5% in the period imme- 
diately following the slump of the 
coffee market (1987-91). 


(Reproduced from TWN features, 
Hitavada, 11.6.95. Q 
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Refugees : Case in Point 


Vineeti Mehra 


Sakineh 


akineh, a Persian Baha'i, was 

forced to flee Iran along with her 
Muslim husband for fear of persecu- 
tion. The family was under strict 
surveillance. She was a para medi- 
cal staff member in a hospital and 
was dismissed from service. They 
faced the wrath of the Government 
when her husband refused to di- 
vorce her. 

Soon after her arrival in India, 
Sakineh started showing symptoms 
which after a few investigations 
were diagnosed as cancer of the 
stomach, i.e. Periampullary Carci- 
noma. Before Sakineh could get 
over the trauma of displacement, 
she had to face the reality that she 
was suffering from cancer. 

She had lost all hopes of survival 
and did not want to live. However, 
with regular supportive counselling, 
she was encouraged to take treat- 
ment. After surgery, chemotherapy 
was started. As the side effects of 
chemotherapy made Sakineh very 
weak, she was no longer capable of 
physically coping with the house- 
hold chores and taking care of her 
children. She became very de- 
pressed. Lack of sexual urge, strained 
her marital relationship. Her hus- 
band was unable to understand her 
changed emotional state. Sakineh 
wanted to repatriate without her 
family and was unmindful of the 
persecution she would probably face 
on return. 

Sakineh’s case was taken up for 
regular and intensive marital and 
family counselling. Her husband was 
counselled on the nature of her 
illness and the line of treatment. He 
was also made to understand that 
depression, lack of sexual urge, etc. 
were some of the side effects of 


chemotherapy itself. 

Sakineh started viewing her rela- 
tionship with her husband and the 
children in a more positive manner. 
Realising the need for her to venti- 
late her feelings, she was encour- 
aged to join the English Classes. She 
was motivated to take up a Voca- 
tional Course in Beauty Culture. 
Sakineh was also given special fi- 
nancial assistance because of her 
increased expenditure on nutrition, 
frequent travel to the hospital, etc. 
Sakineh was a changed person within 
a couple of months. She got all 
possible emotional support from her 
husband and was no longer willing 
to take the risk of repatriation. With 
regular check up and treatment at 
the hospital, her medical condition 
also stabilised. 

Sakineh, her husband and two 
children were subsequently resettled 
in the U.S.A. under the refugee 
programme. 


Abdul Azim 


Abdul Azim, an Afghan child, aged 
14% years, is the second of nine 
children of his parents. He was a 
premature baby, born in the seventh 


‘month and had to be kept in an 


incubator for 10 days. 


Vineeti Mehra is 
Programme Co- 
ordinator (Health), in 
UNHCR, New Dethi. 
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All his milestones were near nor- 
mal till he had a set back at the age 
of 2 years. Azim fell down from a 


high chair and sustained head injury. - 


He remained unconscious for one 
hour. Azim was asymptomatic for 
two days and subsequently devel- 
oped loss of speech, inability to 
recognise people, bladder inconti- 
hence and a divergent squint. He 
remained in a hospital in Kabul for 
one and a half years. Investigations 
done in the hospital suggested that 
the child had sustained a fractured 
skull. Azim's milestones remained 
grossly delayed till the age of seven 
years. His parents stated that Azim 
was given an electric shock at the 
age of seven and subsequently his 
ability to walk and talk improved 
considerably. 


However, inspite of attaining par-_ 


tial independence in his activities of 
daily life and being toilet trained, 
Azim was looked upon as a child 
who needed to be treated specially. 
He was not sent to any school in his 
country, as_ the parents were ex- 
tremely disturbed by the behavioural 
problems exhibited by him, besides 
his inability to comprehend. Azim 
threw temper tantrums, quarrelled 
with siblings and was extremely 
destructive and hyperactive. 

Azim came to India along with his 
parents and siblings to seek refugee 
status with UNHCR. 

After obtaining refugee status, his 
parents approached UNHCR for as- 
sistance in his treatment. They were 


finding it increasingly difficult to take © 


care of the child specially in the 
difficult living conditions. When Azim 
was brought to the counsellor at 
UNHCR, and the initial history was 
being taken in his presence, he was 
extremely restless. His father only 
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knew one way to correct Azim's 
behaviour and that was physical 
punishment. Azim was given a tight 
slap on his face and was told to sit 
down at one place. The parents 
expressed their inability to under- 
stand their child's behaviour and 
mentioned “we feel very bad for 
him, but what to do, he drives us 
mad." This incident itself indicated 
an urgent need for referring the child 
for psychological assessment and 
regular parental counselling. 

Azim was referred to a psycholo- 
gist for an assessment. His scores on 
the psychological tests placed him at 
the 4-7 year mental age. However, in 
view of the fact that Azim had not 
had any special schooling, his func- 
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the refugees and-their subsequent 
enforcement. Recognising the grav- 
ity of the situation, the Commis- 
sion issued a direction to the State 
Governmenton 29th October 1995, 
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|. Human Rights Ac 


_ the Commission's efforts. ine this : 


sion received further. complaints 
alleging serious “State-supported — 
violations of human rights, particu- - 
larly the serving of quit notices-on | 


which was. followed by a further. 


tioning was expected to improve. He 
was advised admission in the Inte- 
grated Special Education Centre of 
YMCA, Delhi. 

Azim's parents were counselled 
to have adequate expectations of 
him. They were also advised not to 
compare him with their other chil- 
dren. Azim was extremely enthusias- 
tic about his admission in the school. 
With the positive change in his 
parents behaviour and_ the 
specialised rehabilitation education 
given to him at the school, there is 
a marked improvement in his 


behaviour pattern. He no longer has 
fits or temper tantrums. He helps his 
mother in entertaining guests at 
home. He has been also referred for 


to repel any attempt to forcibly evict 
or drive Chakmas out of the State by 


organised groups - such as the All 
Arunachal Pradesh Students Union 


(AAPSU), if necessary by requisition- 


ing the services of the. para-military 


or police force; The. State Govern- 


specific eye examinations to im- 
prove his cognitive development and 


learning. - 
Azim's parents are regular visitors 


at the Special Centre and monitor his . 


progress. They take guidance from 
the special educator to give support- 
ive training at home. 

it is very encouraging for Azim's 
parents to watch him wait eagerly 
for his school bus, to spend another 
interesting day at the Special School. 
They have no regrets. Azim like their 
other children is learning everyday 
to be more and more independent, 
but at his own pace. 


These are real life stories, names have 
been changed to protect the identity. 
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1 -Chakmas. The: apex colt. further 
| held that, except in accordance 

~ with law; the Chakmas shall not be 
ee kma/Hajongrefu- | evicted from their homes and shall 
med “gees, contehthayhaee arightto snloy ina 
nion - ouhehs) they be citizens or not... 
ion | Thiswas» the’ first. instance. in Ree 
the .) Nes which the Commission invoked Sec- | ‘rected the Arunachal Pradesh Gov- 
tion: 18. (2). of. th - Protection. ‘of 
ct, 1993: ‘to move the — 
- Supreme. Court. for. relief, Acting © 
-upon the public: interest petition filed 
by the Commission, the Supreme | 
| Court directed the Arunachal Pradesh 
| State Government, vide its judge- 
‘ment dated 9th January 1996, to. 
“ensure that the life and. ‘personal i. 
_ liberty of each and every Chakma 
residing within that. “state were pro- » 
“tected. The court further ordered a 


not be: denied domestic life. and 


: comfort therein. - 


The. Supreme ‘Court ‘farther di- 


emment: to. deal, ‘in. accordance 
with law, with regard to the quit 


notices and. ultimatums issued by 
_ AAPSU and any other group which 
‘was tantamount to:a threat to the 
| life and liberty of each and every 


Chakma. The Supreme Court also 
gave directions to the State Gov- 
ernment on how to handle the 
citizenship issue. 

_ The State of Arunachal Pradesh 
has moved an application for a 


‘modification of this Judgment of 


the Supreme Court and, in re- 


~ sponse to it, the Commission has 

filed an-affidavit stating that the 
_ §rounds given in that application 
are not justified and that it be 


dismissed. 
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Grief Reaction among Bereaved Relatives Following a 


Fire Disaster in a Circus 


H.S. Narayanan tT K. Sathyavathi,* G. Nardev** & Shobhana Thakrar ** 


Departments of Psychiatry, Clinical Psychology * & Psychiatric Social Work ** 
National Institute of Mental Health & Neuro Sciences 


Bangalore — 560029, India. 


The circus fire disaster that occurred dur 


ing 1981 in Bangalore City of Karnataka 


State took a toll of 70 members (53 children and 17 adults) from 58 families. With a 
specially designed proforma, 137 bereaved relatives from these 58 families were 
interviewed. The socio-demographic and other data of these 70 victims have been 
briefly described. The major findings pertaining to the presence of 16 types of 
symptoms of morbid or pathological grief reactions in these bereaved relatives as 
well as some of the coping behaviour adopted by them have been presented. 
Although the study indicated that 49 bereaved relatives showed evidence of Ppsy- 
chiatric symptoms requiring treatment, only 17 agreed for treatment. The treat- 
ment was by way of medication and re-grief therapy. 


Key words — Disaster, Grief reaction, Coping behaviour. 


Since Freud’s' explanation of the psy- 
chodynamics of grief, there have been pub- 
lications dealing with different aspects of 
grief reaction? !2, According to Parkes’, 


when a love tie is severed an emotional and | 


behavioural reaction is set in train which is 
termed as grief. 


Singh and Tiwari’ opine that grief is a 
reaction to the loss of a loved object which 
is a common and clearly recognised pheno- 
mena and each culture has evolved its own 
methods of coping with it. Further they 
write: However, because of its specific 
causation and its generally transient self 
limiting nature, it seldom comes to the 
notice of a psychiatrist and is therefore, 
often dismissed as a normal condition 
rather than a mental disorder”. If grief is 
denied or avoided after a loss, it may mani- 
fest itself with a variety of morbid reactions 
which are designated as morbid or patholo- 
gical or atypical grief reaction."* Although 
the usual duration of grief subsequent to 


t Reprint requests 


the loss of a loved object has been estimated 
variously ranging from 1 to 12 weeks”®*!5 
it appears that a proportion of mourners 
continue to grieve for longer time.’° 


Unanticipated bereavement (due to 
accidents or disasters resulting in mass fata- 
lities) is qualitatively and quantitatively 
different from grief resulting from antici- 
pated death.’ Reaction of community to 
such disasters follows the pattern most 
often seen as initial shock, denial, excite- 
ment, anger, depression and finally recons- 
titution with concern.'’ The psychological 
trauma of the mass disasters is not limited to 
the time of the acute event. Research pro- 
vides evidence of long term deterioration in 
health patterns and development of specific 
syndromes in certain relatives of the 
deceased after such disasters.'* Thus living 
through such a trauma is a uniquely stress- 
ful and an overwhelming experience for 
the members of such bereaved families. 
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Present Study 


The circus fire disaster occurred in Ban- 
galore city, of Karnataka State on 7th 
February 1981 taking a heavy toll of 70 per- 
sons belonging to 58 families. A study of the 
reaction of the relatives of these bereaved 
families to this unanticipated disaster was 
planned. As a first step, initial contact was 
made with some of the families of the 
accident victims to explore the possibil- 
ity of eliciting the co-operation for such a 
study. As it appeared promising, attempts 
were made to obtain the addresses of these 
families from sources like Hospitals, Police 
Commissioner’s Office, Schools, Corpora- 
tion Office and efforts were made to locate 
these houses to establish contact with these 
families. A proforma was also devised to 
collect data for the study from the bereaved 
relatives of the victims of this accident. 


Aim 
The study aimed at exploring (a) the 
pattern of reactions of grief in the bereaved 
families and (b) the possible help that the 


mental health team could provide to those 
family members who were in need of it. 


Material and Method 

The study group consisted of 137 rela- 
tives of 70 victims from 58 families and the 
relatives from the remaining 12 families of 
the other 15 victims could not be included 
due to non-availability of correct addresses 
for locating the houses or due to the unwil- 
lingness by bereaved relatives to participate 
in the study. 


Unlike the studies dealing with berea- 
ved relatives having lost a spouse or a par- 
ent or a child or a sib, unanticipated disas- 
fers pose unique problems of losing 
more than one individual from a single 


family. The present study indicated that 49 
families had lost one member each in the 
accident (i.e., one child each from 39 fami- 
lies and one adult each from 10 families), 6 
families had lost 2 members each (ie. 1 
child and 1 adult in 5 families and 2 children 
from 1 family), and 3 families had lost 3 
members each (i.e., 2 children and one adult 
in 2 families and 3 children from one fam- 
ily). Thus nearly 2/3 of the bereaved rela- 
tives happened to be the parents of the 
deceased victims. 


Researchers have indicated that the 
arbitrary upper limit for the third phase of 
normal grief reaction to be completed is 
about six months by which time there is 
resolution and detachment from the image 
of the deceased and finding new outside 
interests and activities. Keeping this in 
view, the data collection started after the 
6th month of the tragic occurrence. The 
data was collected on the proforma through 
home visits by interviewing the available 
and willing relatives of the deceased. In all 
cases, invariably the initial half an hour to 
one hour was devoted for listening to their 
recounting of their feelings and expe- 
riences about the tragic accident. 


Findings 
Findings of the study are reported under 2 
headings viz. (1) Data pertaining to the vic- 


tims of the accident and (2) Data concerning 
the bereaved relatives of these victims. - 


1. Data pertaining to the victims of the accident 


This data is presented under 4 sub-head- 
ings : 


(a) Socio-demographic data: The particular 
circus show during which the fire accident 
occurred was meant for school children 
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and these children were given concession 
tickets. Hence, this show was largely 
attended by children. The age of these 70 
victims ranged from 13 months to over 75 
years. But 75.7% of these victims were 
below 15 years. There was a predominance 
of female over males with 65.7 % and 34.3 % 
respectively. It was noted that 68.6% were 
students, 7% had not begun their schooling 
as yet while the remaining were either 
housewives or engaged in different occupa- 
tions. Majority of the victims were Hindus 
(90%) but there were Muslims (8.6%) and 
Christians (1.4%) as well. 


(b) Problem of identification of the victims: As 
is usually common in mass disasters, there 
were victims of the fire accident as well as 
those who died due to stampede, shock, 
asphyxia and other causes like boulders fal- 
ling on them etc. In the present study also 
60.3% of the cases did not pose any prob- 
lem of identification as they had mild burn 
injuries or had died due to other reasons. 
But in the remaining 39.7 % of cases, identi- 
fication was difficult due to extensive burn 
injuries but were identified on the basis of 
remnants of clothes, jewellery, footwear, 
waist belt etc. Many of the bereaved rela- 
tives of these victims reported that it was 
impossible for them to remove from their 
mind the image of the disfigured body of 
the deceased due to severe burns. Parkes”, 
study also brought out that a painful death 
or a mutilated or distorted corpse may 
haunt the memory of the griever and shut 
out happier memories of the dead person. 
Although 68 victims could somehow be 
identified, it was pathetic to learn that there 
were 2 instances in which bodies of 2 child- 
ren could not be traced and in 1 instance the 
relatives were unsure whether the body 
that was given to them was that of their 


own child. 


(c) Condition of the victims at the time of dis- 
covery : Of the 70 victims, 67.1% were found 
dead at the time of discovery, 30% were 
alive but died subsequently, of which near- 
ly half of them were conscious and could 
speak prior to their death while others were 
either unl ons: wu, ot | onscious but could 
not speak. In the remaining 2.9% of cases, 
the relatives could not have the bodies as 
they were not traced. 


(d) Members accompanying the victims to the 
circus: As indicated earlier, that particular 
show of circus was meant for school child- 
ren with concessional rates, it is understan- 
dable that children were accompanied by 
adults. Family members had taken the 
children with or without other adults in 
54.3% of victims, teachers in 40% of cases 
and neighbours, friends or others in 5.7 % of 
cases. It is of relevance to note here that the 
bereaved parents or other family members 
being on the spot of the accident, but not 
being able to save the victim, had its pos- 
sible effects on the subsequent morbid grief 
reaction. 


2. Data pertaining to the bereaved relatives 


In all 137 family members of these 70 
victims could be interviewed and data eli- 
cited on the proforma. All of them were 
adults. The data is presented under six sub- 
headings. 


(a) Relationship of the interviewed to the vic- 
tims: Of the 137 interviewed from 58 fami- 
lies of victims, 43 were mothers of victims, 
42 were fathers, 10 were spouses, 3 were 
fathers as well as husbands (i.e. having lost 
children as well as wives), 3 were mothers 
as well as wives (i.e. having lost children as 
well as husbands) while the remaining 36 
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were other relatives like siblings, grand- 
parents, uncles, etc. 


(b) Immediate reaction of the family members: 
Interviewees learnt about the news of the 
accident through eye witnesses, teachers, 
neighbours, relatives or general public. The 
immediate reaction of these family memb- 
ers were described as that of concern, fear, 
anxiety, shock, confusion, disbelief and 
horror which led to their frantic efforts to 
get to know about those who had attended 
that show by making enquiries at hospitals 
(41.6%), police stations (23.8%), schools 
(2.3%), neighbours and others (9.2%) and 
many (23.1%) had rushed to the spot of the 
accident, to learn about the state of their 
family members. 


() Funeral yites: After identifying and 
obtaining the bodies of the victims, 
arrangements were made by the bereaved 
families for burial or cremation as was 
customary in their respective castes. The 
funeral itself is considered to give rise to 
both positive and negative feelings for sev- 
eral bereaved relatives and the funeral ser- 
vice had “brought home” the reality of 
what had happened’. This could have 
occurred when the relatives Participated in 
the funeral rites of the deceased. Doka’s”® 
study brought out clearly that Participation 
in funeral rituals is important in facilitating 
grief adjustment in the bereaved relatives, 
But it was pathetic to note in the present 
study that in 29.3 % of cases, the important 
family members who were supposed to 
carry out and/or to be present during the 
funeral rites could not do so as they were 
hospitalized due to burn injuries. This could 
have played its role in the bereaved relatives’ 
morbid grief reaction, Further, Parkes’ 
among others reports that performance as 


well as arrangements made for funeral and 
the number of people attending it seems to 
give some solace to the bereaved relatives if 
it is considered by them as adequate and 
satisfactory. Those who could not attend 
the funeral had their own reservations 
regarding the above aspect. 


(d) Grief reaction: Shackleton?! concludes 
from his review on the psychology of grief 
that bereavement has subjective, physiolo- 
gical, biological, behavioural, cognitive and 
perceptual effects. According to Parkes’, 
reactions to bereavement as available from 
literature are of bewildering variety from 
ulcerative colitis to mania and from leuke- 
mia to hysteria. Besides intensification, pro- 
longation and exaggeration of depressive 
features and mixed grief reactions, non-spe- 
cific mixed reaction may cover the whole 
range of stress disorders with particular 
reference to psychosomatic, psychoneuro- 
tic and affective disorders. Keeping these 
complex ways of reactions to bereavement, 
the proforma used in the present study eli- 
cited the manner of grief reaction present 
among the bereaved relatives even after 6 
months of the tragedy. Thus the 137 rela- 
tives were enquired for the presence of 
symptoms of pathological grief reaction by 
way of chronic grief, inhibited grief, exces- 
Sive guilt, excessive anger, over-idealisa- 
tion, change in attitude towards God, eating 
problems, Preoccupying thoughts, memo- 
ries or perceptual anomalies, attribution to 
Karma and being worried, misidentifjca- 
tion, suicidal ideas or ruminations, death 
wish, change of pattern in social and recrea- 
tional activities, general health problems, 
sleep disturbances and dreams. 


It was found that one mother reconciled 
to the loss of her two children as she could 


— « 
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save her two other younger children. 
Among the remaining 136 interviewees, 
there were one or more symptoms of 
pathological or morbid grief reaction. 
These findings are reported in Table 1, 


As shown in table 1, almost all the 
bereaved relatives felt that it was their 
Karma (past or present) that resulted in 
such a tragedy. This is one of the characte- 
ristic ways of some Indians to attribute 
unpleasant or painful things to ‘Karma’! 
Further it could be noted that in about 90 % 
of the cases the bereaved relatives had tried 
to idealize or overidealize the deceased 
which is a common finding from other 
researchers like Parkes,®’ Singh and 
Tiwari’ among others. In the present 


study, without a single exception, all the 
bereaved relatives described the deceased 
as highly good natured, intelligent, ‘no one 
can be like him/her’ or the deceased was 
‘worth his weight in gold’, ‘very beautiful 
and cute’ or ‘very popular in the school’. It is 
of interest to indicate here that’ Wallace 
and Townes” have reported about the ten- 
dency to idealise even during the anticipa- 
tory mourning phase by the hospital staff of a 
children’s oncology ward regarding a child 
with leukemia. Regarding idealising or 
overidealising of the deceased, Parkes’ 
opines “... memories of the dead had a nos- 
talgic, bitter-sweet quality and the dead 
person tended to be idealised...” 


Perceptual anomalies were often 


Table 1 


Presence of symptoms of morbid or pathological grief reaction 


a eee eee ee Fs 


Symptoms of morbid grief reaction Percentage 
Attributing to Karma and being worried 97.4 
Over idealisation 91,2 
Preoccupying thoughts/memories/perceptual anomalies 89.7 
Chronic grief 74.3 
Sleep disturbance 66.9 
Eating problems 57.4 
Excessive guilt 51.5 
Problems of general health — 46.3 
Change of pattern in social and recreational activities 44.9 
Dreams 39.0 
Excessive anger 36.8 
change in attitude towards God 30.9 
Misidentification 19.1 
Death wish 18.4 
Inhibited grief 13.2 
7.4 


Suicidal ideas or ruminations 
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reported by the bereaved relatives in cer- 
tain studies.’%!*'?? In the present study 
also it was found that pseudohallucinatory 
experience and misidentification were 
reported by 18% of the bereaved felatives. 
It was also observed that about 90% of 
these relatives were preoccupied with the 
thoughts of the dead leading to worry and 


sadness. 


Coming to grief and its associated beha- 
viour phenomena, 74% of relatives gave 
evidence of continued sadness even six 
months after the death by way of worry, 
crying and disturbances in biological func- 
tion (i.e. sleep disturbance in 66.9%, dis- 
turbing dreams in 39 % and problems of eat- 
ing in 57.4%). Most of the studies report 
_ about the grief in the bereaved but employ 
different terminologies like inhibited, 
delayed, chronic, morbid or pathological 
grief and the like®’’?”?, It is worth men- 
tioning here that Lundin™* observed that 
relatives of persons who died suddenly and 
unexpectedly had more pronounced grief 
reactions than those relatives of persons 
whose deaths were expected. Further, it is 
also of relevance to note that Clayton et a?’ 
pointed out that parents of deceased child- 
ren appeared to respond to grief more seve- 
raly ‘than the relatives of other persons. 
Referring to Sander’s work, Rando*) men- 
tioned that as compared to bereaved 
spouses or bereaved children, bereaved 
parents had greater depression, despair, 
guilt and anger. Soricelli and Utech?® point- 
ed out that the death of a young child was 
shocking and devastating to the parents as it 
was outside the ‘natural order of events’. 


Some of these observations could be of ° 


relevance’ as nearly two-thirds of the 
bereaved relatives in the present study 
were parents i.e. fathers or mothers having 


lost one or more children suddenly and 
unexpectedly. 


In addition to sadness and other depres- 
sive features, about 51% of these bereaved 
relatives reported that they felt guilty for 
more than one reason such as: (a) not being 
able to save the deceased in spite of being 
with them on the spot; (b) having taken the 
deceased to that particular show; (c) 
although unwilling initially to take them to 
that show but yielding subsequently to the 
wish, request, pressure or demand of the 
victims ; (d) sending or taking the victims to 
the circus without the knowledge of the 
father/husband ; (ec) having saved one’s life 
and forsaking the life of the deceased. It is 
clear from this that the guilt feelings in the 
relatives of the victims of this disaster are 
somewhat different than in case of death of 
pérsons due to illnesses or similar causes. 
However, most of the literature on 
bereavement and grief reaction have a. 


_ mention about guiltamiong bereaved relati- 


ves®151923.276. These feelings of guilt in 
turn had led to remorse, self blame as well 
as self reproachful behaviour in the rela- 
tives included in the present study. It was 
also observed that 18.4% had death wishes 
and 7% exhibited strong suicidal ideas. 


Another characteristic feature observed 
in most studies on bereavement is anger felt 
by the bereaved’?!519252730 7 acey3! 
observing the reactions of bereaved rela- 
tives of children in a coal mine accident 
reported that there was a felt need to 
express aggression towards an ‘external 
source in these parents. The anger noted in 
the bereaved could be directed towards self 
or the deceased or other people. In the pres- 
ent study, anger was reported by 36.8% of 
the relatives. Majority were angry with 
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themselves for having failed in the rescue 
bid and/or having taken or permitting the 


victims to the show. Secondly, they were . 


angry with the dead for leaving or deserting 
them. Thirdly, they expressed greater anger 
towards school teachers, government — for 
giving licence to have the show near the 
electric high tension wire — electrical 
department, hospital, neighbours and God 
also. 


Finally, problems of health and somatic 
complaints in the bereaved were reported 
by the relatives as also observed in the study 


of Murphy’. Further, shift in the pattern of 


social or other activities of relatives like not 
visiting temples or doing poojas, loss of 
faith in God, avoiding people and places 
which would remind them of the deceased’ 
engaging in various activities lest the vacant 
hours would be filled with thoughts of the 
deceased were some of the other features 
present in the bereaved relatives for which 
findings of other studies lend support. _ 


The varied features of morbid patholo- 
gical grief reaction shown by the bereaved 
relatives are considered the result of mul- 
tiple victimisation. When a husband is 
dead, it is not only the mere loss of the per- 
son as such but the loss of a bread win- 
ner, companion, sexual partner, social sup- 
port, a person responsible for one’s status or 
an enhancer of one’s self esteem, family 
administrator and planner, disciplinarian of 
children and the like. Similarly, when a 
child dies before the death of the parents, it 
is inappropriate and untimely in the ‘natu- 
ral order of events’ and these parents are 
subjects of multiple victimization by way 
of losing one who is a part of oneself, losing 
the dreams and hopes invested on that 
child, loss of their role as a protector, pro- 


vider, advisor and problem solver, This 
would make the parents to get a feeling of 
being ‘mutilated and disabled’ as these roles 
are robbed off leaving them with an over- 
whelming sense of failure. In the present 
study, there seems to be some justification 
for these morbid grief reactions observed 
since the death was sudden and unexpected 
as well as a number of these bereaved rela- 
tives had lost more than one person from 
their respective families. 


(ce) Coping behaviour: All the 58 families 
had engaged in rituals not only in those 
associated with funeral but on monthly 
and/or yearly basis either at home. or 
burial/cremation ground as per the norms 
of their castes or communities. 


‘In about 56.9% of the families, even 
after 6 months, the photographs of the 
deceased were kept separately or with the 
photographs of Gods/Goddesses and wor- 
shipped. In contrast to this, in 8.6 % of fami- 
lies, all the photos of the deceased were 
removed so that they did not bring dreadful 
memories. 


In 63.8% of families, the material pos- 
sessions of the deceased were treasured as 
sacred things while in 15.5% of families 
they were distributed to outsiders. In the 
remaining 20.7% family members were 


allowed to use them. 


In isolated cases, the house was named 
after the deceased, and pooja was done to 
the name plate of the deceased, the resid- 
ence was shifted to avoid memories of the 
deceased. 


In spite of employing these various cop- 
ing strategies, it was noted that some of 
these interviewees could possibly benefit 
from psychiatric treatment. 
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(f) Relatives requiring psychiatric help: The 
interview brought out that nearly 74.3% 
still had depressed feelings and about one 
third of them wanted to be left alone. 


It was of interest to note that 11 male 
relatives interviewed who were occasional- 
ly drinking prior to the tragedy had 
increased the frequency and quantity of 
drinking, 1 person had reduced it losing 
interest even in drinking and one other had 
started the habit afresh during the 6 
months subsequent to the tragedy as a 
result of not being able to bear with the 
sudden loss of the relative. 


An overall assessment of the relatives by 
the psychiatrist indicated that 49 of them 
could benefit from psychiatric interven- 
tion. These persons were offered psychiat- 
ic help at NIMHANS, Bangalore. Of these 
49, one who had lost his wife and a daugh- 
ter and had psychotic breakdown was treat- 
ed as an in-patient at NIMHANS and only 
16 others with severe problems of feelings 


of sadness, sleeplessness, preoccupation 


with the thoughts of the deceased, diges- 
tive upset, anxiety, etc., agreed to receive 
psychiatric help. Of these 16, 4 attended 
NIMHANS psychiatric outpatient of the 
chief investigator while the remaining 12 
were treated at their respective residences 
by the chief investigator as they were 


unwilling to visit NIMHANS for treat- | 


_ ment. These 16 persons were put on antide- 
pressants and minor tranquilizers. In addi- 
tion, brief “re-grief therapy” was provided 
to them at their residences by the therapist. 
Three home visits were made for each of 
these cases. With these treatments, 15 sub- 
jects made sufficient recovery and had 
taken up their regular day to day activities, 
Five of them were followed up for periods 


ranging from 12 months to 18 months. Fur- 
ther, it was observed that 2 subjects had 
developed dependency reaction towards 
the therapist and they would call on the 
therapist as and when they felt the need. 
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Introduction: 


The psychosocial consequences of Bhopal Disaster has been the 
one which has been most well documented as well as the one disaster 
where the understanding of the needs as well as the difficulties of 
providing the needs can be understood to the greatest extent. 
This has become possible because of the continued interest of 
professionals, planners, the media personnel, the population 
themselves in the disaster. 


The current report describes the following aspects, namely - 
1. An overview of the initial psychosocial consequences. 


2. A report of the study of mental health consequences in the adult. 
population by Dr. Ashok Bhiman. 


3. Psychiatric study of children by Dr. Santosh Tandon. 


4. A report of the continuing needs of population from the India 
Magazine 1997. ' 


5. Mental health needs of Bhopal disaster victims and training of 
medical officers in mental health aspects by Dr. R.S. Murthy & 
Dr. M.K. Isaac. 


6. The issue continues to be a subject of active discussion as can 
be seen by the ne s paper, Magazine reports which are included 
a) Sunday - 26th October 
b) Times of India, November 7, 1997. 


7. In addition the legal chronology and documentation has been 
excellently carried out by Dr. Upendra Bakshi and Dr. Amita 
. Dhanda - Valiant Victims - Lethal Litigation, the Bhopal case 
TET ap Law Institute, Tripti Publishers, Bombay, 1990. 
ALD.’ 
DALES ‘fa night of 2nd December, 1984, about 40 tonnes of Taree 
iso cyanate (MIC) from tank 610 of the Union Carbide India he 
factory at Bhopal (central India) leaked into poke Feit mean 
environment. This leak of an ‘extremely hazardous chemical , W ape 
occurred over a short span of a few hours, covered the city o 
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Bhopal in a cloud of poisonous gas. Following the gas leakage, at 
around midnight, people living in the direction of the gas leakage 
woke up with feelings of suffocation, intense irritation, and 


vomiting. 


Initially most people thought that a neighbor had ‘burnt 
chillies’. However, as they realized the real cause of their 
symptoms, panic struck the population. People ran to escape from 
the gas, often without concern for their family members. Many died 
on the spot; others fell while running to escape; and many others 


reached safe places only after hours of running. The number of 
dead has been estimated to be around 2,500. Of the total population 
of Bhopal (0.7 million), about 0.3 million were exposed to the 


poisonous gas. 


The Bhopal disaster is. of importance in the relevant 
literature for a number of reasons. First, it is one of the largest 
man-made disasters in a developing country. Second, the disaster 
effects were a combination of both the chemical substances inhaled 
and the psychological effects. Third, no formal mental health 
infrastructure was available to provide postdisaster mental health 
care, and this led to the development of innovative approaches to 
Care. Fourth, this disaster has been the subject of intense study, 
both cross-sectionally and longitudinally, from physical and mental 
health viewpoints. 


This report deals with the magnitude of the mental health 
problems and the mechanisms developed to provide mental health 
care. 


Magnitude of mental health problems. 


Information is available about the mental health problems from 
a number of sources. The initial assessments were made in the first 
week of February 1985 (about eight weeks after the disaster) by 
Professor R. Srinivasa Murthy, of the National Institute of Mental 
Health and Neuro Sciences, (NIMHANS) Bangalore, and Professor B.B. 
Sethi of K.G. Medical College (KGMC), Lucknow. Their observations, 
over a week's time, were based on visits to affected people at home 
and examinations of those attending the medical facilities. These 
initial observations placed the magnitude at 50% of those in the 
community and about 20% of those attending medical facilities. 


Following these observations, Systematic studies were carried 
out by a KGMC team. As a first step, ten general medical clinics 
in the disaster-affected area were. chosen. A team consisting of a 
psychiatrist, a Clinical psychologist, and a social worker visited 
one Clinic a day, by rotation in a randomized fashion, on three 
Barer tons and screened all the newly registered adult patients with 
fee est a, self-reporting questionnaire (SRQ). Subjects 
_ are as probable psychiatric patients were then evaluated in 

al by the psychiatrist with the help of a standardized 
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psychiatric interview, the Present State Examination (PSE). 
Clinical diagnoses were based on the International Classification 
of Diseases (9th revision) (ICD-9). 


During the period of 3 months (February - May 1985), of the 
855 patients screened at the 10 clinics, 259 were identified, on 
the basis of their SRQ scores, as having a mental disorder. Of 
these potentially mentally ill people, 44 could not be evaluated, 
and 215) were. given. the PSE, the final number’ of psychiatric 
patients was 193, yielding a prevalence rate of 22.6%. Most of the 
patients were females (81.1%) under 45 years of age (74%). The 
main diagnostic categories were anxiety neurosis (25%), depressive 
neurosis (37%), adjustment reaction with prolonged depression 
(20%), and adjustment reaction with predominant disturbance of 
emotions (16%). Cases of psychosis were rare, and they were not 
related to the disaster. 


Subsequently, the same team conducted a detailed community 
level epidemiological study, beginning in June 1986. The results 
of the first year survey involved 4,098 adults from 1,201 
households. A total of 387 patients were diagnosed to be suffering 
from mental disorders, giving a prevalence rate of 94/1000 
population. Most of the population consisted of females (71%); 84% 
were in the age group of 16-45 years. Ninety-four percent of the 
patients received a diagnosis of neurosis (neurotic depression, 
51%;: anxiety state, 417; and hysteria, 2%) and had a temporal 
correlation with the disaster. For the last three years, the KGMC 
team has repeated annual surveys and follow up of the initial 
patients identified by the community survey. Detailed case 
vignettes and descriptive accounts of the patients from the Bhopal 
disaster are also available. 


Illustrative Examples: 


MENTAL HEALTH PROBLEMS IN BHOPAL POPULATION 


Soon after the Bhopal disaster, mental health professionals 
recognised the need for mental health care of the disaster 
population. The first studies for mental health problems were 
carried out in February 1985, and April-May 1985. On a continuous 
manner since May 1985 the varying mental health needs are La 
study as part of the ICMR epidemiological studies of mental ye t 
problems. The following section deals with the wide variety of case 
histories noted at different periods following the disaster. 


Ms. A, 36 years old housewife is 7 months pregnant. She was 4 
months pregnant at the time of disaster. Her past 2 pregnancles 


have been normal. She complains of gabarahat (anxiety) , ae 
appetite and fear of going mad by taking too much of Beers Se 
sleep is markedly disturbed. She cannot sleep in a ciosed r ; 


irrita ot 
Family members report that she has become eto. ad : 
tolerate criticism. There have been frequent quarreis. : 
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worries about the child and does not want to go to the hospital for 
the delivery. She complains that the movements of the baby in her 
womb is not as active as in the earlier pregnancies (February, 


LoS). 


Ms. B, 40 years old, illiterate housewife, when seen in her 
house, complained of headache, sleep disturbance and feelings of 
anxiety. On enquiry she said ‘these days I do not want my children 
to leave me. I keep looking out for children till they return from 
play. I want my children to be with me all the time. At times 
I wake up at night and check whether children are well’. She also 
feels everything is finished and has lost confidence in future. She 
has a son (13 years) who has physical disability in one leg as a 
result of polio in childhood (February 1985). 


Mr. C, 35 years old, married, blacksmith, has two children. 
He was reconstructing his house with bricks when first met in 
February 1985. He related that he has destroyed the earlier house 
made of wood planks. He feels that the wood was full of the 
poisonous gas. As a result he is building a house of bricks. On 
enquiry he also reported that at night he cannot cover his face 
with blanket. He also has many bodily complaints along with loss of 
sexual desire. At nights, he gets up in the middle once or twice 
with anxiety (gabarahat) when he has to rush to open space to find 
relief (February 1985). 


Mr. D, 14 years old student, complains of pain in the eyes, 
throat and swelling of abdomen. He complains of abdominal pain most 
of the time and at times wakes up in the night with abdominal pain. 
His sleep is disturbed. He gets dreams in which he is running away 
from home similar to what happened on the night of the disaster. 
These days he is finding school less interesting. He “has poor 
concentration and memory. On enquiry mother reports that he has 
ee: Bee Ped 2-3 times in the previous month. During the interview 
seo Sea people have died and it can happen to me also’ 


Mr. E, 13 years, has been admitted to the hospit ith se 
breathing difficulty. Since the night of ieee. Sie iC aes 
to bed ana can hardly move for her personal needs. She has 
persistent cough and feelings of anxiety. Investigations have 
Shown definite and extensive lung damage on x-ray. She cried 
frequently and says ‘it is better to die “than live’ iw "this 
miserable condition’ (February 1985) 3 


Mr. F, 40 years Married i 
: ' , mechanic by: occupation, had 6 
Children (2 male and 4 female). On the Hught-of fae disaster he 


fapbar goth of the male children and he himself sustained Ta VSL CEL 
J e3. When seen wet whome he was Slow in talking, cried 


Bee Sag ty and wife reported that he had axtempted to kill rimself 
Sat oa oe night. Mr k iéels that 1 fFaveoehot worth’ livong@uae 
eep thinking of my two dead sons: If I stay at hore 
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memories of the children come to my mind. I find it difficult to 
forget them. Who will care for us, our life has been destroyed. We 
all will continue to stay here itself, so that if the gas leaks 
again the whole family can die’. Since December 3rd, he has not 
returned to work (February 1985). 


Ms. G, 35 years, married, has continuous cough and extreme 
degree of dyspnoea. She has been in the hospital since December 
3rd, 1984. She cannot sleep due to cough. She has lost two of her 
four children and her both in-laws in the disaster. Her husband 
was saved as he was away from Bhopal. He is currently looking after 
the children. She cries during most part of the interview. She 
expresses anger and bitterness about what had happened and feels 
future life would be miserable (April 1985). 


Ms. H, 50 years old, helper in one of the medical centres was 
known to be a very good worker. Following the disaster, she has 
become irritable and quarrelsome. She reacts with excitement to 
requests from patients attending the clinic. Recently she ran 
after a patient and hit him. She is also known to be forgetful and 
cries without reason. Staff members who know her for many years 
wondér what has happened to her as they see her a completely 
changed person (April, 1985). | 


Mr. I, tailor, complains of feelings of breathlessness, cough, 
weakness and lethargy continuously. On enquiry he has also eye 
complaints. He has not been able to work as a tailor due to the 
complaints (June 1986). 


Mr. J, aid in one of the health centres, complains of watering 
of eyes, cough and anxiety. She gets attacks of anxiety at any 
time of the day. These attacks last for about an hour or so and 
occur once in about 4 to 8 days. She also gets tired on walking 
short distances. Her husband is also ill and had stomach 
complaints. He is not doing well. She feels that the gas affected 
him as he ran towards the factory on the night of disaster. The 
family members have been taking drugs with only temporary benefit. 
She worries about the future (June 1986). 


The above 10 descriptions are illustrative of the type aye 
mental health problems observed in the gas affected population at 
various points since December 1984. The broad group of mental 
health problems are three types. 


1. Emotional reactions to the disaster: This group does not have 
any physical problems due to direct effects of the gas ppipseahy ti 
The reactions are that of disaster experience which affects ae 
individuals’ sense of confidence and security. The commonest 
complaints are subjective feelings of lethargy, acute eo ee 
of anxiety and depression and disturbances of biologica ae: vi 
like sleep, appetite and sexual interest (Ms Acs Mele Boo Mr. C2 ee 
D, Ms. H’ & Mr. J). 


2. Emotional reactions to the loss of family members: These are 
referred to as grief reactions. The manifestations are similar to 
those seen in the family members of a deceased person. The unusual 
aspect of the death in terms of its suddenness and limited 
availability of natural supports make the grief more acute. The 
presentation is one of depression (Mr.F). 


3. Emotional reactions to physical problems: A secticn of the 
population have been suffering from significant physical problems 
especially that affecting the respiratory system. In many, 
overnight healthy individuals have become disabled and find this 
change in health status, work capacity and the need to seek medical 
help a burden. They also present with emotional reactions of 
various types mainly of anxiety and depression (Ms.E, Ms. G, Mr.I). 


Training in mental health care fox Meds tal Gps , 


| The initial visit of two psychiatrists eight weeks after the 
disaster revealed a large number of people with emotional reactions 
and a lack of mental health services to care for them. The team 
therefore recommended rapid organization of mental health services 
utilizing the existing medical personnel. 


In April 1985, a second visit was made to develop a training 
program, including instructional audio and video materials, and to 
finalize the arrangements for the training. The actual training was 
given from 22 April to 4 May 1985. 


About fifty medical officers were working in the various 
health facilities in the gas-affected area. Most of these doctors 
had training in mental health as part of their initial medical 
education, and this was reflected in their peor. percepticn of the 
emotional needs of the disaster victims. The basic Orienzation of 
these doctors was highly medical/biological. In préetraining 
interviews, most of them expressed the view that distrixsution of 
monetary compensation would solve the physical complaints of many 
of their patients. Some thought that the free rations provided by 
the state were the reason for the weaknesses and inability to work 
of which most patients complained. The medical officers pelieved 
that the ‘lethargy’ of their patients would not disappear through 
medical Care or the use of drugs, but by stopping the distribution 
of free rations and compensation money. ; i 


of eee oot os the training was to enhance the sensitivity 
hel sees Orticersiete@s their patients’ emotional reeds and 
(when re Sap neo n diagnosing, treating, and referring 
uBebisey(:- ae RECR Sea mental health problems. The zeriod of 
trained ae was Six working days. It was decided -hat the 
ie canis a Shier Practical as possible, and should be imparted 
nether eee Of) ne more than Cwenty persons. The craining 
open a Oo account Principles of ‘adult learning’, viz., an 

ming environment in which participants were free to share 
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their needs and experiences, with considerable stress oon 
interactive learning. A predominantly lecture approach was changed 
to one consisting of case studies and group discussions, 
facilitated by audiovisual, taped ‘material of the affected 
population, with maximum learner involvement. 


The actual training was carried out in two groups by two 
consultant psychiatrists. A manual was prepared for this training 
on the basis of our experience in training medical officers at 
NIMHANS, Bangalore. 


Each morning, the two faculty members visited the different 
health facilities and worked with the medical officers in order to 
help them learn interview techniques and counselling methods. This 
hands-on experience was considered very useful by the medical 
officer, 38 of whom took part in the training. 


Day 1: The main objectives of the first session were to form 
the. group, facilitate anmteraction of the faculty and the 
participants, and enable all to become well acquainted with each 
other. The trainee doctors were asked to share their expectations 
concerning the program. The pretraining views of all the doctors 
were obtained on a structured response sheet. 


Day 2: The aim of the second session was to give the doctors 
an understanding of normal and abnormal behaviour. Patients with 
different symptoms and presentations were shown via videotapes. 
Types, features, and causes of mental illnesses were outlined. 


Day 3: Discussion centered on the approach to patients with 
emotional disturbances, recording the history of such patients, and 
the mental examination (interviewing) of patients. This was 
facilitated by audiotaped and videotaped interviews. 


Day 4: This session was considered to be a crucial one, as 
the problems faced by the trainee doctors daily in their outpatient 
clinics were discussed. The training during the first three days 
provided the basic background required to understand the 
psychological nature of many of the patients’ comp-:aints. Various 
clinical presentations of the gas affected patients were discussed. 
In this session all the audio and video material used pertained to 
the patients seen in the various clinics in Bhopal. 


Since the emotional reactions of freople to disasters, 
irrespective of the nature of the disaster or where it- ocGuare, 
follow a similar pattern, some of the classic documents a 
psychological sequelae cf disasters were reviewed and ee : 
Many children were brought for consultation for edema — iS = 
complaints, and some time was therefore devcted tc discussion O 
the emotional reactions cf children to sudden sever= stress. Many 
interviews with children, both on audiotape and video tape were 
presented. 


> 


: v= ical 

Asrecement Of 2 Peete Basen ott Sa eAses: ee 

disability due to proven gas-Folakes ag eR - ae heeal 
OY ~ 

fibrosis of the lungs) posed a problem for == pee 

emotional responses to physical disability and oR eee: oe 

illnesses were covered. The availability 0 a enhance 

videotape) from the local clinics for discussion ape y ee 

the interest and involvement of the participants. S 4d — me 
dimension of patients’ complaints was completely new to mos 

participant doctors. 


Day 5: By the 5th day of training, most of the aebeatien ee 
were able to recognize and appreciate the emotional disturt nce Bee. 
a great many of the patients attending their clinics. oe 
participants were able to elicit, ain many patients, var 
mental/emotional symptoms . At this stage of training, iy 
considered it appropriate to discuss the approaches to managemen 
of such patients. This session therefore emphasized the importance 
of psychological management. 


After an initial introduction by the faculty, the Session 
proceeded with a role play exercise in which interviewing a patient 
was Simulated. The basic principles of psychological management, 
the importance of appropriate interview techniques in establishing 
a satisfactory doctor-patient relationship, and the methods of 
reassurance, suggestion, and psychological help were discussed. 
Audio recordings of psychotherapy by the faculty with some of the 
local patients were used to illustrate the techniques. 


Day 6: During the last session, pharmacological management 
and other approaches to patient care were covered. A good part of 
the time was taken up by discussion of ‘implementation of the 
mental health care program’ among the affected population in 
Bhopal. The last 30 minutes were devoted to obtaining post -training 
responses from the participants. ag 


Some of the comments of the participants in the post-training 
evaluation confirmed the utility of the training. Most of them felt 
that with-this training, they would be able to provide much more 
help to patients with mental iliness and to others with physical 
problems as well. Some doctors confessed that earlier they had been 
accustomed to give their patients only symotomatic treatment, but 


that after the training they were able to consider and diagnose 
conditions also in terms of a psychiatric approach. Some mentioned 
that they had not been aware of any mental problems and had thought 
that patients were malingering and presenting vague symptoms to 
evoke a sympathetic response and get more medicines. All the 
Goctors whe took part in the training agreed that there were needs 
For privacy for interviews, supoort from a psychiatrist for 
difficult cases, and psychotropic drugs. 
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Discussion 


The pata of the Bhopal disaster population illustrate both 
the needs for mental health caz ce ‘and the scope for utilizing 
existing Mi aueces in most developi Ou ies, formal mental 
health resources are extremely limite focus has to be on 
including merital health components in the £ | 
groups’ working with a digaster population. 
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Kineton & Rosser in 1974 expressed the view that the general 
field of inquiry loosely encompassed by the term disaster has not 
yet found an established position in the psychiatric canon. There 
seem to be theoretical, practical, and emotional rezsons for this. 
The situation has been gradually changing in the last 15 years. 
There if a vast literature on the mental health aspects of 
Gisasters, but experience from developing countries is limited. 
$till more limited is experience in intervening to provide mental 
health care by wtilizing the resources available. 


The Bhopal disaster, being a major man-made disaster, provides 
an opportunity for understanding mental health needs and developing 
culture-specific interventions in such situations. 


Ww 


| 


Dr. Harish Shetty 


Dr. Anjali Chhabria 


ROUGH DRAFT 


PERSONALLY SPEAKING........ 


We have seen the innocent being chased and killed. 


We have seen hundreds of Hindu youth burning timber marts, shops, bakeries 
belonging to the Muslim community in various parts of Bombay, 


We have witnessed the police actually supervising the entire operations and warning 
the Hindus to escape when an armed escort of police was about to reach the trouble 
spot. 


We have been shocked to see youth who have never harmed a fly in their lives from 
well-to-do families and educated backgrounds actively involved in arson, rioting and 
also encouraging and supporing the alleged miscreants. 


We have argued with police officers and even the then Chief Minister Mr. $. Naik at 
his residence at Varsha to take fi:m action against the rioters. 


We have heard true narrations from the Hindu rioters as they told us that their 
weapons did not work in crucial circumstances and how the Muslims whom they 
targetted ran for their lives. 


We have mutely heard the protests and the anger expressed by a large number of 
women who came on the roads in large numbers to protest against the police when 
their children were rounded up by the police for arson. 


We have heard rumours, stories narrated by the commoner revolving around one 
single theme that "Muslims should be taught a lesson". 


We saw new gates being built in different housing colonies bigger than before and 
fortified by from grills and brick walls to ward of or deter the percieved Muslim 
invader in Hindu colonies and vice versa. 


We have seen victims in camps blank, angry, confused, sad their expression betraying 
a single theme "what wrong have we committed?". "why us?" 


We met both Hindu and Muslim leaders in their safe havens betraying no feeling or 
empathy over the losses to their brethren but speaking in single tone "Finish them". 


We have seen poor mothers bringing their children with bullet or stab wounds to 
hospital casualties unescorted in majority of cases where in the instigators were 


nowhere to be seen. 


=f ‘ ’ -7 : ec arg? 
‘We have never seen Mumbai so insane in our lifetimes where the sane voices were 
totally drowned amidst a deluge of madness. 


We were helpless and in no way able to influence the events though we wanted to 
and the only "rationalisation" was "The mayhem is a result of macro factors and we 
are unable to do anything about it." The question we asked ourselves was "what 
is the role of the mental health professional?” Is he supposed to behave like 
a surgeon in war zones providing relief to the distress or also believing that 
he could also be involved in preventing this madness ? Our belief is that the 
above statement is not ‘Utopian’. We need to think on these lines without 
abdicating our duty in relieving distress and hastening rehabilitation. 


Harish Shetty 
Anjali Chhabria 


INTRODUCTION 


Communal riots in Mumbai has a long history. The first riots occured in the 19th century and 
were not very different from the present day riots though post-independence riots are a complex 
phenomenon. The three riots during the 19th century were the Parsi Muslim riots of 1851 and 1874 and 
the Hindu Muslim riots of 1893. In 1851 Muslims were angered by two articles written by Parsis on the 
lile of Prophet Mohammed. On Sept. 29, 1851 Byramjee Cursetjee a Parsi editor of Chitra Dnyan 
I)arpan published an article on the Prophets life along with his portrait. The portrait was somewhat 
disfigured due to wrong pencil shading. The Muslims got excited and were determined to avenge a 
supposed religious insult pointing out that the article was written in a “coarse, insulting and ex aggerating 
style" and it was their duty to indicate the sanctity of their prophet”. The riots began on Oct.17, 1851. 


lt continued till Nov. 24. 


The second clash between the two communities of Mumbai occured in February 187+. In June 
1873 in a book entitled “Famous Prophets and Communities written by a Parsi, Rustamjee Hormasjce 
Jalbhai contained an article tracing the life of Mohammed. The article quoted Washington Irving who 
had used the word “conubine” for one of the wives of Mohammed. The Gujarati translation of the 
article offended the Muslims and a Hindustani journal Kasuful Akhtar edited by a Muslim denounced 
the article as a “false and inept description of their prophet”. The author of the book was referred to as 
“in cnemy of peace”. The then police commissioner Frank Souter withdrew the unsold copies, yet riots 
broke out on Friday Feb. 13, 1874. This riot was widely reported and commented upon by newspapers 
_in India and abroad. The Times of India hinted that “Low Muslims were instigated to riot and accused 
the Kazi of not keeping his word with the police commissioner and deliberately misleading the police. 
The Indian Statesman attacked the policy of recruitment of the police in which “Eupropean businessmen" 
were deployed as policemen. A number of letters published in the “Times of India of Feb.8 1874 asked 
Where the police were on the 13th and criticized the delay in calling the military. One letter demanded 
that the rioters be punished under sections 146 and 148 of the penal code. Another demanded the 
Imposition of a fine of lakh rupees to the whole Muslim community”. The cause of the riots appeared 
to be mainly business rivalry and the differences in the social status between the Parsis and Muslims 
(Maneesha Tikkekar 1993). 


The Hindu Muslim riots of 1893 were incited by the Hindu Muslim riots at Prabhu Pattan in 
Kathiawar (July 93). The public life in Mumbai had already been divided on communal lines as early as 
seventy's and eighties of the previous century. Growth of societies for the protection of cows such as 
“Mumbai Gorakshak Mandal” "Gopalan Upadeshak Mandal” and other Organisations polarised the 
communities. The British faclilitated the growth of Hindu consciousness but later found it alarming and 
detrimental to their interests. Hence they preferred to support Muslim consciousness around the latter 
part of the 19th century. The riots began after midday on Friday 11 Aug. 1893. It began with the 
destruction ofa city temple. Muslims attacked Hindus and they retaliated. Vincent's description of the 
Hols makes interesting reading. He wrote “the tumult was enormous, rioters spread like a flash of 
lightening. In about an hour the whole of the native town was in uproar and fighting and looting was — 
(he order of the day. Though troops were called early, rioting looting and murderous assaults continued 
lor 4 day before peace was restored. Approximately 100 people were killed, 800 injured and 1500 
arrested, 50,000 people left the city and business was suspended for 10 days. There riots provoked 
Many more in the Deccan plateau between 1893-95. 


Alter 1947, the incidence of communal riots and violence went down and almost disappeared in 
the country, Later in 1961. Jabalpur and in 1964 Ranchi were rocked by communal riots. Large scale 
Hots crupted in Ahmedabad (1 969, 1981, 1982, 1985-86), Baroda (1969, 1981), Bhiwardi (1970, 1984) 
\ssum (Late seventies), Bihar Sharif (1981 ), Mumbai (1984), Godhra (1980, 1981), Hyderabad (1988). 


\ : dh be >" é ) | 
“legion (1982, 1988), Meerut (1962, 1968, 1973, 1982, 1987) Moradabad (1984) Ranchi. (1969) Surat 
(19609-1992) Pune (1982). mi i 


lhe city of ai witnmecaie 
city of Mumbai witnessed communal violence also during the Partition and the last mets 
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were post Ayodhaya (1992 - 1993) after the demolition of a disputed structure (mosque built by a 
Moghal invader Babar) by members of Hindu organisations viz Rashtriya Swayam Sevak Sangh, Vishva 
Hindu Parishad ete. on the 6th of Dec. 1992. | 


In the past the city had also experienced anti south Indian riots in 1969 instigated by Shivsena 
and itlso the Dalit Police riots recently (1997) following desecration of the statue of Dr. Babasaheb 
Ambedkar, 

? 


PROFILE OF MUMBAI 


The population of Mumbai is approximately 12.5 million. The population growth of Mumbai 
was accelerated after 1931. Between 1931-41 the increase in population was 12 lakh people due to the 
partion of the country. During 1951-81, 52.5 lakh people were added to the Mumbai population. By 
MST SO%% Of the population belonged to migrants. Higher population growths were noticed in the 
suburbs anc the city core became gradually depopulated. The population density in 1991 was 16,461 
though the population is unevently distributed. 52% of Mumbai population or 5.7 million people live 
nN various slums 12,0000 live on pavements and about 400,000 persons reside in 20,000 deteriorated 
tenements. The proportion of the slum population increased from 12% in 1961 to 45% 1981 - 52% in 
the 90's, 


An interesting features of the people in Bombay is the negligible rise in persentage of people living 
below poverty line. (2%). Yet poverty in terms of lack of basic facilities has increased substanstially in 
Bombiay over the past decades (Sengupta 1993), 


the Hindus constitute the dominant religious groups with 69.27%, Muslims 15.17% (1991 census). 

As far as education is concened between the age group (15-19) only 34.8% Muslims male children are 
lound to be attending schools while the same figure for the Hindu male children is 56% Among 
Muslims only 2.3% males and 0.8% females are graduates. 


As Jar as the linguistic groups are concerned the local Marathi speaking group constitute 48.2%, Hindi 
speaking 13.2%, Gujarati 12.8%, Urdu 8.7%, South Indian languages 7.1% and other 10.0%. The Hindi 
speaking population which was the fifth largest in,1961 is the 2nd largest today (Hebsur et-al 1995). 


Employment in the private and the public organized sector declined by 72.3% during 1981-1991 while 
the city’s labour force increased from 38 lakhs in 1971 to 75 lakhs in 1991, employment in the 
organized sector as a percentages of the labour force has dropped from 29.17% in 1971 to 16.49% in 
L991. Secondly employment in the organized sector as percentage of the total force declined from 


51.53% in 1971 to 34.71% in 1991. 


The rate of consumer price index for industrial workers of Bombay registered an accelerated growth, 
with each year registering a higher spurt since 1970-71. Data from some sample surveys between 1958- 
59- 1981-82 reveals that the real income of an average industrial workers household in Bombay increased 
at the rate of 0.9% but the per capita income declined by 0.8%. (Deshpande and Deshpande 1991). 
ata also reveals that the industrial workers of Bombay have been hit by the rising prices harder than 
not only the urban non mannual employees of Bombay but also their counter parts elsewhere in India. 


The BJ.P. Shivsena had gradually grown in clout and had polled 40.13% of votes in 1992. The 

Janata Dal and Janata Party had polled only 5.8%. The Muslim league polled between 2.3% votes and 

the Congress 34.2%. Data also reveals that the Hindutva parties seemed to have an appeal with all 
linguistic groups except the Urdu speaking. 

‘The Rasthtriya Swayam Sevak Sangh had a sizeable presence in 1992 with 350 shakas (daily 

mecnng places of Hindu activists) all over Mumbai. The Vishwa Hindu Parishad also had gained in 
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strength in the 90's. Jan Jagran Abhiyan (awakening of the Hindus) was pr ih psi oe 
(following mass conversions of Hindus to Islam at Meenakshipuram) throughout aa i 
which caught the imagination of the Hindu majority was the Ekatmata rath yatra. This ei. Aaa 
sacred Ganges water and a photo of Bharat Mata (mother India in the form of a Hindu g “i iba 
all over India for worship. Following this the Vishva Hindu Parishad had also launched a < : w ; 
Pujan programme (collecting bricks after a ritual for building a temple at Ayodhaya) all ts ‘a een 
the above activities by the V. H. P. the religious wing of R.S.S. attracted a very wide participauion 


EVENT 


‘hough the riots in Mumbai followed the demolition of the disputed structures at Ayodhya 
certiin events preceding it requires consideration. They were as follows : 


1) The B. M. C. had embarked upon a programme of demolition of certain illegal structure in 
south Mumbai predominantly resided by Muslims on Oct. 1992. These illegal structures belonged to . 
notorious smuggler Dawood Ibrahim (stationed abroad and chargsheeted in the Mumbai Bomb blast 
case of March 12, 1915). The Times of India had been first to expose these Constructions in a report 
titled “Dawood elder aides in buildings racket” (sept. 1992). These structures were made with the help 
of pliant civic staff and were supervised by armed gunmen (Allwyn Fernandes 1993. Shr ikant Bap 
tltidavit to Srikrishna Commission 1993). The high profile B.M.C. officer Khairnar demolished the 
mulustorey buildings on the direction of the then municipal commissioner Sharad Kale. This was done 
with complete protection provided by the Mumbai police. Baseless allegations were levelled at BMC. 
during the course of the demobilition that a “Holy Quran” was trampled upon and torn by the demolition 
sui, This rumour provoked a bandh on 2nd Dec. 1992 and the demolitions were stopped. All these 
activities occured around the period of tension. building up due to the Ayodhaya issue. 


2) Six months prior to Dec. 1992, the Mumbai police had initiated song and determined action 
to neutralise notorious gangs of criminals headed by Dawood Ibrahim, Arun Gawli and others. (Shrikant 
apt 1993). Many gangsters were arrested under TADA (a draconian Act which has been repealed 
recently ). 

By midnoon of 6th Dec 1993 when the mosque at Ayodhya was demolished some cable TV 
networks showed file pictures of Hindu activists dancing on the domes of the disputed structures at 
Ayodhya, when they had stormed the place in 1990. Later. in the day the cable TV coverage showed 
the physical demolition of the disputed structure in the presence of U.P. police. 


On the 7th Dec. 1992 the Mumbai police had issued prohibitory orders imposing a ban on the 
curying of lethal and dangerous weapons. Prohibitory orders were issued on 6th Dec. 92 banning 
assemblies and processions all over Mumbai. (Shrikant Bapat 1993). 18 communally hypersensitive 
points and 209 communally sensitive spots were ordered to be guarded round the clock by armed 
pickets. A force of 106 PSI’ and 1520 armed men guarded these communally sensitive locations. On the 
Oth Dec. 1992 at 22.40 an alert was sent by the police commissioner to all police staions. A Bandh call | 
was made by the Babri Masjid action committee on the 7th Dec. 1992. 


On the 6th Dee. night 1992 around 22-30 hrs. a violent mob of 500-600 Muslims armed with stones 
ind sucks came on the road and shouted provocative slogans. They attacked a police wireless van and were 
lec at by the police. 6 Muslims, 1 police officer and 4 others sustained injuries. Around the same time 
round 200 ~ 200 Muslims armed with stones and bottles attacked a police party. Gradually violence spread 
to south and south central Mumbai and stabbing incidents were reported. The Muslim mobs attacked [1 
lemples and damaged them. Hindu rioters also attacked a Dargah in Pydhonce Police station zone. 


Ma shim (Gundavalt) a Muslim Jamily was alerted by their Hindu neighbours of an Dapendiny 
atlack. They escaped and saved their lines. These neighbours were harassed by their friends, relatives 
ane neighbours for a long time afer the riots. Old enem ity also provoked the Hindus to chase ane 


bill Muslims i er in fe | . : 
Mushims in that area. People int fore front bad an axe to grind agaisl some Muslim families 
Ihe disprute was financial. | 
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Many mosques and madrassa’s in Mumbai were also attacked. A head constable was brutally 

attacked and killed on duty at Deonar police station by incensed Muslim mobs with choppers and his 

body dragged and buried under garbage. Another police constable was killed at Byculla. A police 

olticer was killed in private firing also at Jogeshwari. Hindu fanatics set fire to 512 shops at Nul Bazar 

area during that period. By 12th Dec. the riots were brought under control. 203 persons had died of 
Whom 137 were victims of police firing. 


ep Ma jority of those who died were Muslims. The unofficial figure of the dead was more than 40U 
(Satish Tripathi 1997), A large number of weapons, including rods, chopper, sickles, knives, soda water 
battles etc. were seized by the police from different areas. 


On a hot afternoon Jan. 9) approximately 300 women from Sambhaji Nagar, Andberi (E), marched 
their way towards the local police station. They were angry due to the fact that some youth from 
(he same shim were arrested red banded by the police when they were involved in burning a shop 
selling motor cycles. Shouting slogans against the police they were lead by a man totally intoxicated 
wth alchobol. When I stopped them and requested them to go back as the police could fire at the 
mob and innocent women would be killed, they refused. The women felt that whatever those youth 
were tnvolved in was not wrong. They expressed no guilt and whole heartedly supported the act. 
Similarly large number of women were seen on the streets of Mumbai during the riots. Some of 
(hem were also actively involved in it. Since independence such behaviour was not seen in women 
of the city. This reflected the new emerging psyche of the women in the city of Mumbai. 


As the city was gradually attaining normalcy two mathadi workers were brutally killed at midnight 
on January 5, 1993, They were Hindus and were believed to be killed by Muslims. Another grucsonic 
incident was in Jogeshwari where a Hindu family of four were burnt alive on the 8th of January 1993 
by antisocial elements. The second phase of riots started in 8th January from Bhendi Bazar, Nul Bazar 
and Mohammed Ali Road. Rumors spread that the Muslim Dargah in Mahim had been desecrated. This 
led to stabbing which became the flash points for the second round of rats. 


Al old Nagardas rogd, I made an attempt to bring the youth together in the evenings. The questions 
asked by them was "bow to obtain arms?" "what is the news of the riots in Mumbai?" "what are the 
precautions people should take in the event of an attack?” On more than three occasions false 
alarms were made and people rushed on the streets with naked swords shouting slogans to kill the 
perceived invaders who did not exist. To give a structure to their free time we involved the youth in 
collecting food grains from the locality to betp the victims affected by the riots in different parts of 
Mumbai. The youth wholeheartedly cooperated in the activity and $% quintals of food grains was 
collected in a span of few days. The slogan was "Give us a fistful of grains for those affected by the 
riois". We wanted to give this to a secular organisation but this was opposed by many especially 
Jrom the trading class. They wanted me to give the grains toa prominent anti-social element who 
was also a municipal corporator. Their argument was it ts good to maintain relations with this 
man as be would provide us security against all attacks. Ultimately we bad to split the grainis into 
wv portions and also send two quintals to the municipal corporator. The moral of the story was 
mii-socials among Hindus gained respectability and credibility from all. After the riots this 
municipal corporator was arrested under TADA (an act which gave sweeping powers to the police). 
His trader friends did not help him then and dropped bim like a piece of wood. 


On the 6th Jan. 18 people were stabbed whereas on the 7th Jan. 54 people were stabbed most 
of those stabbed were Hindus. Sections of the press gave a highly exaggerated account ol the incident 
at Radhabai Chawl (Jogeshwari) by inflating the damage caused in the incident. From the reports 
couinating from different hospitals about victims, it was known that a large number of Hindus were 
stabbed by misguided Muslims. This information spread like wild fire. Communal riots then spread all 
over Mumbai with the majority community attacking minorities and establishments all over Mumbai, 
She Hindu parties also held mass prayer meetings outside temples (Maha Aarti). 408 Maha-aartis were 
an.5. Of them 172 Maha-aartis had attracted more than 15,00 participants 
society actively contributed in looting, killing of 


perlormed during Dec. 26 and J 
each. The Hindus from different sections of the 


7 
The police remained 


Muslims in Mumbai. Such an event was unprecedented in the city of Mumbai. 
b was hurled at the 


silent spectators and made very feeble attemps to curb and control it. In fact a bom 
police commissioners car and sophisticated fire arms were used by a few. 


The army and the SRP battalions assisted the police during the latter part of the riots but yet 
could achieve very little. The riots left 984 dead and 2,284 injured. 845 persons were found to be 
missing of whom 645 were traced. There was large scale destruction of property with 25,000 houses 
burnt and razed to ground, 10,000 shops and establishments vandalised, a large number of places ol 
worship desecrated and 313 taxies and rickshaws reduced to ashes. About 25,000 persons were 
rendered destitate and 67,000 had to take shelter in 79 camps. Property worth 9,000 crores rupees was 


fost. 


ROLE OF THE POLICE : 


The police whose role in communal situations had been to act as 
worst case scenario" where they would be the targets of mob violence. Hence though the 
posted at sensitive locations they were uncertain how to respond when the mobs turned on the 
directed all their fury. Police failure was also due to the fact that it had became steadily politicised and 
communalised from the 80’s. Unionization of the constabulary in the early cighties, which was crushed 
did not stem the rot. The police in the 80's were openly aligning themselves with criminal gangs and 
political parties. It also had got deeply involved with the under world (Allwyn Fernandes 1993. When 
Mumbai Burned). 


a buffer never visualised "a 
y were 
m and 


During the January riot’s the published transcripts of the police control room in Business India 
and "the New York Times" reflected a deep bias against Muslims. Edward.A.Gargan of the New York 
Times reported that "transcripts of the conversations between the police control room and officers on 
the streets show that the officers at Police headquarters repeatedly told constables in the field to allow 
Muslim homes to burn and to prevent aid from reaching victims. According to one transcript the 
control referred to the site of a fire by saying it must be a garage owned by a Muslim man with the 
speaker using a vulgar term for a circumcised man. "Let it burn," he added according to the transcript 
“IF it, belongs to a Maharashtrian, do not burn anything that belongs to a Maharashtraian" the voice 
added that the police should burn everything belonging to a Muslim, this time using another obsence 
reference to Muslim" (Allhwyn Fernandes 93) . | 


s The police also appeared handicapped as they were as leaderless as the Muslim community. 
(he Muslim mobs were angry and the police ill trained, ill equipped and outnumbered. Both fought 
cach other in December with what they had and the casualties were greater among the Muslims This 
lead to the accusation that the police were targetting the Muslims. as 


Several incidents proved that the youth both Hindu and Muslim had lost respect for what 
seemed a partisan and an incompetent force. During the second round of riots the police rarely 
opened fire as orders not to open fire had been issued by the then chief minister S. Naik on promptings 
ee pelhi after a horde of politicians had descended on Mumbai and expressed sympathy for he 
eos pre sea AS Sate firing in December forced the govt. to refrain from harsh: 
by the majority Hindu pas: ai sf : ae 1 Tripathi 1997). The maha-aart is (mass prayers in temples) 
Siifidlsions. also hetpee aa oe ciate to the Muslim namaz was not stopped due to political 
BR dtie aver front Sune . This was stopped later by the police commissioner A. Samra 


In the atk ati 

laid back BS pei round of the riots after 3 days, the Hindus took over and the police adopted a 
% ee ‘iia f allowing the Hindus to go on a rampage. By this the police destroyed what was left 
image and contributed to the spillage of blood of a large number of innocent people. 


The Dec. 92 riots claime a eth ten 
eR tic ae 92 riots claimed one officer and 5 men while 123 officers and 247 men were injured. 
a ae ee riots one police constable was killed while 44 officers and 55 men received injuries 

‘ > oO rc es i itt 
I r was reported missing. The police had to open fire in self defence and when 


rOVe i : 
e vernment property was attacked. This partly explains why casualties in police firing were so high. 
a the second phase the police were instructed not to open fire even under grave provocation. 

his explain why losses to property houses and commercial units were high during the second phase 
(Satish Tripathi 1997). 


The police was also accused of conducting arrests indiscriminately and at odd hours for e.g in 
Bhandup the police entered the homes of Muslims, arrested the men and confined them to the lock up 
without assigning any reason. They also showed brutality in their manner of dealing with the people. 
(hose arrested were badly beaten in lock ups. Instances of the police playing a positive role were also 
reported in some areas. (Report of the riots, college of social work. 1993). 


Elaborating and defending the role of the police the then police commissioner in his submission. 
to the Srikrishna commission stated that "The second round of riots Jan riots) were unprecedented." 
He adds that even the generally law abiding citizen was inclined to take sides on communal lines 
endorsing communal violence either actively or by remaining passive and aloof. "There was a virtually 
« vertical split in society. Each block percieved in the other its worst enemy and appeared to be 
determined to either condone or support violence against that enemy regardless of the cost" further 
added Mr. Bapat. 


"Incidents with grave communal overtones such as mob violence, stabbing and arson were 
reported not only from communal pockets but also from middle class and affluent areas of the city 
which generally are free from communal tension". Describing the state of affairs Mr. Bapat's submission 
stated that the police stations, the control room and the fire brigade were flooded with calls from 
citizen in distress seeking emergency help and despite heavy augmentation of strength by pooling up 
of all available resources to meet the need of the hour it was physically impossible for the police and 
security forces to provide fool-proof security and protection to citizens ona 1-1 basis. Towards the final 
portion of his affidavit to the Srikrishna commission Mr. Bapat states that "the Hindus were now ona 
warpath and is borne out by the comparative number of the places of worship of Muslims attacked". 
Iefending the police further he wrote in his affidavit that "I am not oblivious to the fact that when 
police are subjected to 55 days of continous and ardous duty, when they themselves are being brutally 
attacked when no respite or creature comforts are available, when words of praise are scarce, few 
individual cases of abberations and dereliction of duty cannot be ruled out "During the entire riot 
period of Dec. 12, Jan 93 all the policemen and officers on the streets were continously exposed to 
violent mobs carrying dangerous weapons and even sophisticated weapons" felt Mr. Bapat. 


{ 

Many witnesses deposing before the Indian Human rights commission have named police 
officers and other personnel attached to different police stations as persons who have indulged in 
various acts of atroicities, illtreatment, collusion, connivance and inaction. A letter addressed to the 
commissioner of police sent by the Human Rights commision for clarifications of these allegations 


evoked no response. (The Peoples Verdict 1993). 


CAUSES OF THE RIOT 


Though the immediate provocation of the riots was the demolition of the 
Ayodhya on the 6th Dec 92 many felt it was a culmination of a process which had begun quite early 


disputed structure al 


in the Indian polity. 

According to some the British deftly played communialists, against each other and facilitated the 
creation of Pakistan. Post Independence India had_ secular leaders of stature both among Hindus and 
Muslims and hence peace reigned till the 1960's. Pandit Nehru, Maulana Azad, Rafi Ahmed Kidwai and 
miny others maintained the secular climate for many years. 

The shift began in the 60’s when Muslims gradually started shifting their loyalties from the 


Congress. Many scholars feel 1961 to be the turning point where in the Jabalpur riots took place. 
Gradually in the later part of the 60’s some Muslim extremist organisations started questioning the 


g 


ie ee 7 view oO 
sovereignity of the parliament and event the utility of joint electorates from the poss it @ i we 
representation of Muslims (Shakir 1972). Some misguided youth even asked for Msi e , 
cultural zones for Muslims. When the government of Kerala carved out a separate Muslim majority 


district of Malappuram in 1969 it sent shock waves among the Hindus. 


The 1965, 1971 wars with Pakistan also gradually polarised the comniunites and later the low 
proxy war abetted by Pakistan in Punjab and Kashmir helped the Hindu revivalistic pariigs to “ : 
large number of followers. In a study conducted of the Ahmedbad riots (Shah 1964) it was reveaicc 
that India-Pakistan tensions were reflected in the Hindu’s attitudes toward the Muslims. As the communa 
temperature rose the Shah Banoo Judgement was delivered in 1985. (a path breaking peers 
favouring the status of Muslim women). The govt. reversed this judgement amidst strong pressure fron 
fanatic Muslim elements and the criminal procedure code was ammended in 1986. The Hindu mine 
gradually started believing in the phrase that "Muslim in India are being appeased". The Indiar 


Nationalism was gradually equated to Hindutva. 


This fact was borned out by a stud: conducted in f.1.S.S. for the Srikrishna commission inquiring 
iewed felt that the 


into the causes of the riots. The report states that "Almost all the Hindus intervt 
Governments and the Congress in particular have been appeasing the Muslims who used to constitute 
a vote bank of the Congress. The Hindu respondents mentioned the following instances of appeamen 


i) The reversal of Shah Bano Judgement 
ii) The Muslims blocking the public roads on Friday for prayers 
ii) Use of loudspeaker on mosques. 


iv) The banning of “Salman Rushdies’ book. 


v') The govts. compromise in the question of release of the kidnapped daughter of a centra 
minister (Compromise with separatist Muslim militants) 


vi) The Muslim opposition to Vande Matarm. 
Vii) Creation of Malappuram (separate district for Muslims) in Kerala. 


viii) Muslim reaction against the proposed cooperation between the Bharatiya Vidya Bhavat 
and Anjuma-I-Islam" . ‘ 


‘The report also mentions that many Hindus felt corruption and criminalisation ‘of politics mad 
them turn to ~Hindutva’. Marathi speaking respondents in the study also praised the Shivsena as i 
helped the locals get jobs. Hindus interviewed in the study felt there was atleast one person who spok« 
Openly his mind and the mind of the Hindus." 


The views elicited by the researchers even surprised them because “across the occupationa 
Status categories" the Hindus held almost similar views. Variations were only in minor points. Th 
Muslims interviewed by the authors felt that there is discrimination against the Muslims that the insecurity 
among them is growing and that the Hindu psyche has changed. There is a general feeling among tlr 
Muslims that their under representation in the government bureaucracy and in the professional field i 
the result of direct or indirect discrimination. One Muslim is quoted as saying that "Muslims are forces 
(o form their own neighbourhoods, as many cooperative housing colonies refuse Muslims. Few Muslim 
; Iso lelt that the political vacuum in the country is being occupied by the growing Hindu fundamentalism 
Ihe growing insecurity among Muslims is described by the authors as a result of the successive 
communal riots in India since 1960's. They also state in their report that in spite of the cosmopolital 
charact er of Mumbai city the ethnic differences between the Muslims and Hindus in Mumbai persisted 
Dillerences in religious rituals, food habits, dressing styles and the general occupational pursuits a 
well as negative stereo types have kept the groups different and even separated. In short the author 
lel that the “political discourse" gradually changed and Hindutva has become a fashionable agenda’ 


()) 


)) 
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IMPACT PHASE : 


During this phase immediately after the riots a large exodus of people unknown in independent 
India was seen expecially at the VT station. People desperatly rushed to leave the city with 
whatever belonging they could quickly collect. The railways (V.T) recorded 40%. increase in 
passenger traffic through the sale of tickets. The railways ran 16 special trains between 4-18 Jan. 
to different parts of North India. Equal number of ticketless passengers left the city. There was 
utter choas and people rushed to safer places within the city such as schools, masjids, relalives, 
Police stations etc. Make shift camps were facilitated by N.G.O.’s people’s groups and the govt. 
67,000 people took shelter in 79 relief camps. 


Widespread fear, suspicion prevailed among all. People in safer areas did not sleep at night. 
Watch towers sprung up in teraces and mohallas. This watch posts were guarded by people in 
turns out of fear of a percieved impending attack. Evening were spent by the people discussing 
rumours, exaggerated reports in local newspapers and future plan of action. The city was paralysed 
and all activity grinded to a halt. 


‘The injured were rushed to hospitals and the first help came from friends, relatives and religious 
organisations in the locality. Though the hospitals wer e overstrained the staff worked round the 
clock to provide assistance. The wards were over crowded and those injured were put in the 
floors and corridors. Visits by politicians, members of charity organizations at times obstructed 
the care. Dead bodies in the morque were handled in the most unprofessional manner. They had 
decomposed and the relatives found it difficult to identify them. Bureucrativ procedures also 
obstructed poor families and caused a lot of hardships. 


Paranoid reactions, suspiciousness, lack of sleep, fear were seen in a few among those who came 
for treatment in the psychiatric OPDS of general hospitals. Those who already had a mental 


illenss had aggravation of symptoms. 


POST IMPACT PHASE : (1 MT - 6MTS) 


A study conducted by the Dept. of psychological medicine R. N. Cooper Hospital Mumbai 


among, 4000 victims between Jan-April revealed the following findings 
f 
all the victims wanted to talks to someone. 


the team was warmly received on follow up visits and the victims talked more freely about their 
perceptions and suggesions on follow up visits. Revisits were percived as reassurance of support. 
the victims refused to come to the hospital to talk to the staff, they willingly waited near their 
homes for the team to arrive. 

relief workers and local community leaders felt that the team’s visits were a boost to their morale. 
areas and lanes where women were strong or took up initiative, were either free of disturbances 
or returned to normalcy quickly. However, the comradeship disintegrated with arrival of external 
help. 


instrusive thoughts, flashbacks, 
‘existential dilemma’ and ghetto mentality were evident in some areas. 
inaction, or active collusion with the perpetrators 


avoidance behaviour, numbness of emotions, hyperarousal, 


many victims perceived government's apathy, 
of the ethnic violence to aggravate their suffering. ! 
youth and adolescents exhibit instrusive thoughts, evidence of hyperarousal and a desire for 
revenge. 

avoidance behaviour is more frequnt amongst the 
socio-economic groups. 


liclp providers come up with spontaneously de 


middle aged and middle and upper middie 


signed strategies with short term targets. Sustained 


long term efforts are not evident. 
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Participation of untrained enthusiastic volunteers should be under strict qualified supervision. 


Long term impact should be studied. 


Vollowing observations also merit attention : 

Children are under represented in the documented data. 

Somatic symptoms are noticed in adults 

Children seem to adapt well, have less avoidance or overt depression. 

Intrusive thinking is prevalent equally amongst all age groups. Children report less symptoms of 
being hyper aroused. 

The clinical presentation varied with geographical locations of the camps. 

There is no gender difference in clinical presentation. 

Avoidance is the commonest manifestaion. 

Hyperarousal, intrusive thinking and hostility increased after a month of the event and decreased 
with passage of time. | 

Depression increased with passage of time. 

Perception about the instigators of the riots differed amongst the communities. 

Many felt that the city will never be the same again. 

A persistent feeling of uncertainty was the commonest negative emotion. Adults tend to be 
philosophical about it. 

The Hindu community, police and politician were percived as the perpetrators of the violence. 


A need to strengthen the citizens peace committees was voiced by large number of the suveyed 
population, 80% of whom felt the need to initiate efforts to ensure that the disturbances do not 


recure. 


a ag study conducted by the Dept. of psychiatry B.Y.L. Nair Hospital of hospitalised patients 


revealed that 
33% expresssed anger and were in a state of shock, fear and helplessness. 
elt fe . . 
2% of those had attempted suicide (all females who saw the mangled bodies of thir husbands), 


21% of those interviewed suffered from severe anxiety. 


{ 


41% had Paranoid thinking and obsessional symptoms. 

100% had_ loss of libido. 

PI.S.D. features scored very high. and few were emotonally anaesthetised. 
36% had suicidal thoughts. 


‘ stucly conducted in children by the Dept. of psychiatry. B. Y. L. Nair Hospital (500 children 
ti Bye municipal schools) revealed that psychiatric morbidity was very high in the study 
ra pie ee ie affected more than non victims and children staying in hutmets were 
aliccted more than children staying in chawls. Follow up revealed 7 | 
S. od thi ¢ ; 
children revealed distress. \ TO aie 


( | an 4| 1 . ‘ ‘ < on schools « : 


Mi 

ae reports published by college of social work, ‘11SS provide indirect information about 

a. fica rosocial consequences during this phase. "Many women and children trembled each 
y recalled the frightening happening, many of them scream in fact at night and are 
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unable to fall asleep. The men too are shocked upset and angery. They speak as if trying to 

control themselves but the far away look in their eyes spells sadness, inability to understand, 

cise and anxiety about their future" stated the report by the college of social works Nirmala 
ikKetin, 


Many victims suffering from psychosis characterised by hearing voices, irrelevant talk, lack of 
sleep reported for treatment in different hospitals. | 


~ MOHALLA COMMITTEES 


In April 1994 Mr. Khorakiwala requested Ex Police Commissioner of Bombay Mr. J. F. Ribeiro to 


take charge of the Mohalla Committee work in Bombay. This experiment had worked wonders in 
Bhiwandi «a communally sensitive town close to Bombay. Mr. Riberio requested the help of Ms. 
Sushobha Barve and Mr. Satish Sahney the then police commissioner. These committees aimed at 
helping people unburden themselves of their feelings and help understand people from the other 
Communities. Mr. Sahney’s open mindedness helped a large number of people ventilate their anger 
aginst the police. The lessions learnt from the Mumbai Mohalla Committees fall into two categories ° 


CATAGORY ONE 


) 


Between June’ 94 to Octomber 24 committees were set up. 

The effort was slow as initial efforts were viewed with suspicion. 

\ slow non-threatening approach was necessary at the beginning to do ground work. 

Not all the committee met with 100% success. 

‘three committee out of the 24 were non-starters. 

The committees that are strong and effective have true teamwork between the facilitators, the 
inspector in charge of the police station and the Deputy Commissioner. 

If one of these was either disinclined or not convinced of the concept the committee has not 


made much progress. 
With some of the committee the absence of a constructive programme has meant the initial 


enthusiasm has slowly tapered off. 

in Mumbai where time is an expensive commodity, both the citizens as well as the police have 
found it difficult to attend frequent meetings. | 

Areas which did not see obvious communal tension or violence have had difficulty in getting the 
Mohalla Committee process going. 

It has been noticed in some places that the Mohalla Committee concept has been interpreted by 
some police officers to suit their perception thereby ignoring the essential part of it-which is that 
the common man must take the initiative and let the concept and the committee evolve. 


CATAGORY TWO 


~ 


J\ 


(y. 


isis any neutral individual who is trusted can help open up 4 


At crucial times during a cr 
ople are talking they wil] not go out 


communication channel between the parties. As long as pe 
on the streets to resort to violence. 


Vhese communication channels can then turn into creative connections in addressing other 


problems. 

The participation of law enforcing age 
in a crisis, is the best method of sensitising them. 

As mentioned earlier, peace efforts need to have flesh and therefore 


ncies and bureaucrats in the dialogue amongst the partics 


must be linked to development 


efforts, in order for peace to be secured. 

Crisis situations could be turned into great opportunitics, 
are often more open to finding and accepting solutions. 
Suggestions for solutions can come from unexpected people and sources. 
tocal initiative leads to more lasting impact than an imposed solution 


though it is a slower process. 


as in a crisis people are desperate and 


arrived from the LO), 
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s. The executing authority of the law enforcing agency should be answerable to the law, and to the 


courts, and not to any other authority. 


SOME RESISTANCE AND DIFFICULTIES ENCOUNTERED WITH THE POLICE # . We 
if there were difficulties encountered in persuading the citizens to participate in the alla 


committees, there were difficulties encountered also in winning the police force to the gua: of 
Mohalla Committees. This has slowed down the process in many areas. This difficulty persists an has 
Created friction and made the teamwork with the police a difficult process. At times producing results 


that are quite different from what is intended. 


SOME OF THE OBJECTIONS RAISED BY THE POLICE ARE :- : | 
!| ‘loo much interaction with the public would carry the impression that the police force is becoming 


too solt. 

2| ‘The police should be tough and only deal with law and order issues. 

31 Not conviced that the Mohalla Committees can prevent riots and serious communal clashes. 
i fowever, in both Dharavi and Imamwada where the Mohalla Committee have produced results, 
there the police officers at all levels are conviced that the Mohalla Committees can help towards 
finding long term solutions. 

‘| Veel threated by a group of citizens closely watching the working of the police station. Where as 
some senior officers have expressed that such a group can act as a check and prevent wrong 
activities going on in the police stations. 

S| In one police station the officer-in-charge was so annoyed by the criticism of his methods of 
policing, that he stopped the Mohalla Committee mectings altogether. 

| Committees without the politicians and the powerful of the area would be ineffective during the 
time ol crisis. 

“| In one police station a parallel organisation was created by the officer-in-charge, to accommodate 
the politicians and the powerlul people of that area. This organisation started conducting 
programmes which the local Mohalla Committee could easily organise. This made that Mohalla 
Committee ineffective and non-functional. 

S| Disagree with the citizen facilitators choosing members for the Mohalla Committees. 

9! Concede that the Mohalla Committee could play a significant role in bringing about communal 
harmony, but are unable to visualise a wider and more changing role for the Mohalla Committees. 


RESPONSE 


the first line of help was received from close family members, relatives, neighbours and friends. 
N.G.O." and instituion moved in rapidly. A loose federation of N.G.O.'s was attempted by the Sherilf 
Mr. 1. 1. Khorakiwala under the banner of "Citizens Committee for a Better tommorrow". This 
organisations is working individually and failed to muster a coordirated front : The college of social 
work, Nirmala Niketan, S.N.D.T. and ‘T.LS.S. mobilised their students to work, with the victims during 
the initial phase of the riots. N.G.O.’s and the government did not interract on a continous basis largely 
because of lack of faith in each other, yet one can safely conclude that N.G.O.'s played a significant 
role in shaping develpmental policies of the government. 


a During the initial phase of the riots when the govt. was caught of guard the N.G.QO.’ provided 
relict in terms of food and shetter. One major achievement. was in persuading the police to requister. 
Ros from the riot affected at the camps. The govt realised the importances of the N.G.O.’s, voluntary 
agencies and involved them in Relief and Rehabilitation work. This was possible as the nodal officer 


WoiS <I 7} 1eV ; 7 : . . . . 
7 i rT eae in a healthy N.G.O. govt. relationship and reacting out the community (Satish 
ripathi 1992) ) 


Mc Ss f j 2 ‘ me te we , 
latieen St of the interventions carried out by different agencies focussed on food and shelter, providing 
Cpa ie >cicz i P. ais . of : 

* ba ; medical relief and financial relief. Counselling and mental health services were carried out 
ChHICHY iC c re ; ‘oe tee : ~, 
y IN victims reporting to hospitals and other medical personel. Those suffering from psychosis 
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mM ugh early treatment from various hospitals and professionals. Small attempts by a few N.G.O.'s to 
provide counselling to the riot affected childredn were carried out but the number of children involved 


we small. Long term measures genuinly did not take of with respect to alleviating psycho social 
CHSETCSS, 


RELIEF AND REHABILITATION MEASURES OF THE GOVT. 


The state govt. provided Rs. 2 lakhs to the next of kin of the deceased of which Rs.30,000 was 
given in cash and 1,20,000 in National saving certificate. 677 people have already been payed the 
amount. ‘The permanently disabled were given Rs.25,000 while those partially disabled were paid Rs. 
10.000. Persons with less serious injuries who had to be hospitalised for more than 24 hours whether 
ny private or govt. hospitals were given Rs.5000. The aid announced was not disbursed immediately as 
hurcucratic procedures delayed the entire process. 


RECOMMENDATIONS 


the task for mental health professionals in riots is enormous. Experience in the Bombay riots has 

shown that their involvement was sparse and negligible. The appropriate roles of these professionals 

have not been yet well defined in the Indian context. Based on the recent experience in such disasters 

we wish to make the following recommendations. . 
Mental Health Professionals can play a role both in prevention as well as alleviating distress 

following riots. They are as follows : 

| Mental Health Professionals should make an attempt to sensitise strategic leaders of all politicals 
parties and the police of the psychological consequences following riots. Though this appears to 
be a very difficult task innovative methods should be adopted. 

> Mental Health Professionals should position themselves as social workers and should also take a 

keen interest in all rehabilitation issues. This would help them understand the emotional pain and 

‘ts relation with other issues. Such a strategy if inculcated would help the acceptance of psycho- 

social issues by all involved in re-habilitation. The need is to weave mental h salth issues with all 

change processes. ; 

4. Community mental health should be made an important agenda in all institutes and hospitals 
involved in mental health training. Govenment officers need to be sensitised to this issue also. 


4. On going activity of Mohalla Committees should help mental professionals to understand ground 


realities of people vulnerable to riots. 


5 Sensitization of front line social workers and their N. G. O. leaders of mental health issues should be 


carried out. 

G. Umergency response groups should also have a mental health professional both in their think tank 
as well as in their field team. 

~ Curriculum in mental health should address myths and negative stercotypes of different religious 
vroups. 

* A coordinated effort to revicw communal] tempr 
made by a multi disciplinary team including a me 


ature of the city on a continous basis should be 
ntal health professionals. 


) ‘those having P. T. S. D. symptoms following Bombay riots should be provided counselling facilities 


at their door step. 


- 


* 


CONCLUSION 


Bombay riots of 1992-93 have been unique as for the first time in the history of the city 
large sections of the society were involved in propagating hatred, supporting the miscreants 
and many actually involved in rioting arson and killing. 


"Hindu gansters are outcasts" wrote V. S$. Naipaul in his book ‘india A million mutinies 
now’ in 1990. In 1993 these gangsters had gained respectability, credibility and sanction 
from the majority community. They are no longer outcasts and are accepted legitimately 
by the sane majority. This shift has not changed even today as reflected in the results of 
the recent B.M.C. elections. 


Migration of Muslims from Hindu dominated areas, and Hindus fron Muslim dominated 
areas have occured on a large scale especially in the lower middle class and the middie 
class. This polarization on communal lines is not a very good indicator for the future. 


Involvement of mental health professionals have been sparse and was restricted to 
intervention of the very sick. Innovations in terms of strategic involvement during the 
crisis and even later did not occur on a scale desired. 


The changing demographic profile of the City is a cause for concern. 57% of the people 
live in slums. Hindi speaking form the second largest population and have increased 
their number in the last ten years. The implication is the people from the Hindi belt have 
been largely infected with the philosophy of Hindutva. The employment in the organised 
sector has gone down and the labour force has gradually increased. The Hindutva 
patics seem to have an appeal with all linguistic groups except the Urdu speaking. The 
working class (industrial workers) have been hit by inflation more than their brothers all 
over India. 


The need today for mental health professionals is to understand the changing profile of 


the city and attempt to work at different levels i.e. train those activists who are actively 
involved in some form of relief, sensitise the politicians of the disastrous consequences 


Of riots, contribute to evolve emergency response groups with a M.H.P. being a pan of 


the team and evolve a curriculum in different fields to shatter the prevalent negative 
Strercotypes vis-a-vis different communities and provide a basic knowledge of disaster 
counselling. 


Ihe need is to experiment with unconventional methods and learn from others who are 
committed to the survival of a sane society and are working in that direction. 
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INTRODUCTION 


The present case study is an illustration of, how a behavioural scientist looks at the 
problem of disaster and its short and long term disastrous impact on victims. It primarily 
focusses upon psychosociological dimensions which are the natural out comes of all natural 
and man made disasters. An attempt has been made to discuss the psycho-sociological 
consequences leading to poor mental health of cyclone affected victims which strike on 6th 


November 1996 at Andhra Pradesh. 


It is universly acknowledged that disasters of any kind is stressful and often leads to 
traumatic condition. Inspite of this psvcho-sociological issues have been largely neglected in 
the recovery programmes for disaster affected people. These programmes often lack 
specific componnents of the aspects of mental health. There was no evidence of discussion 
of the mental health problems before Latur Earth-quake. This earth-quake generated 
awareness among inasses, NGO’s, Disaster Management officials. The interventions made 
by government, NGO’s and community to manage mental health problems of earth-quake 
victims at Latur are worth appreciating. But vet it can be safely inferred that disaster 
managers have to go a long wav to manage mental health problems of victims. The earnest 
conscious efforts are needed at all levels to manage these problems and make the recovery 
and rehabilitations programmes beneficial to the victims and its implications for assessing 


the cost and benefits of recover. programmes. 


Drawing upon the past experiences of Latur earthquake and positive impact created 
by the interventions made by GovernmenU NGO’s/Community to handle mental health of 
Andhra Pradesh. to arrive at psvcho-sociological dimensions with a view to provide some 
guide lines to government and other organisations working with disaster affected victims to 


enable them to design appropriate recovery and rehabilitation programmes. 


There are few villages in the East Godavari district at 1.5m at sea 


level, got highly affected by storm surge. 


Track of Severe Cyclonic Storm Duning 5-11-96 to 7-11-96 
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C The storm surge subsided after 7.30 p.m. followed by gale force wind. The 
wind velocity report vary from agency to agency but there was a very strong 
wind of 150-220 kmph., which falls under the category of “Hurricane’. 


The cyclone was internationally coded as ‘O7B’ category. 


D. The cyclone was accomplished by heavy torrential rains in the whole coastal 
belt of Andhra Pradesh, varied from 50mm - 200mm (figure - 2) in two 
davs (November 6/7. 1996). The most affected districts of East Godavan. 
West Godavari and Krishna recetved 82, 137 and 47 percent more rainfall 


in two days than average normal November rainfall of these districts, 


(figure - 3). 


WARNING SYSTEM AND PRECAUTIONARY ACTIONS 

Cyclone Warning Centre (CWC), Vishakhapatnam informed the state government 
about formation of cyclone on November 5 at 6.00 a.m. The Relief Commissioner 
immediately alerted the collectors of Krishna and Vishakhapatnam district (6.30 - 7.00 
a.m.). Same day, at 10.30 a.m., after getting more informations about the deep depression 
in the sea, the Relief Commissioner gave cyclone warning to collectors of all the coastal 
districts from Srikakulam to Prakasam districts. In the evening of November 5, AIR and 
Doordarshan gave enough coverage of cyclone formation at 650 km. East from 
Machilipatnam and gave warning to the fisherman to return home immediately. The Relief 
Commissioner sent another message on same evening to the collectors of there district and 
requested them to take precautionary measures. A press not was sent to the newspapers, 
which was given adequate coverage by the local papers on 6th November. On 6th 
moming, again wireless message was sent to the district collectors and head of various 
departments including railways and APSRIC to take necessary precautions. Further Army 
Navy and Air Force authorities were alerted. 


The AIR and Doordarshan continued the broadcasting of this news throughout the 


day on 6th. 


Figure-2: Rainfall Status in Andhra Pradesh as on 6-11-96 and 7-11-96 
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Figure-3: Rainfall Status - Cyclone Affected Districts, A.P. on 6-1 1-96 and 7-11-96 


After getting warning from the state head quarter, all Collectors alerted their 
Mandal Revenue Officers (MROs) and asked them to disseminate the warning to cach 
coastal village. The Collectors also intimated the local police which helped the district 
administration in given warning to the villagers in most of the villages. In some villages, 


warming was not given by any agencies. However people in most of the villages were 


listening AIR broadcast regularly. 


WARNING PERCEPTIONS 

There was a mixed response of Warning to the Government Officials as well as on 
community. Though, most of the district collectors took waming very seriously and 
instructed various departments to take precautionary actions . But district collector of East 
Godavan, the most affected district, left the district headqliarter on 6th November and 
went to Amalapuram to attend a scheduled routine meeting to review some development 
projects. He was held up there during the cyclone and it took him about 8 hours to reach 
Kakinada from Amalapuram. Similarly, all MROs did not. take enough required 
precautions and gave warning to the villagers. In warming dissemination, coordination 
between police and mandal level functionaries was missing . Indian Railways and APSRTC 
stoped functioning in the coastal area. 

Similar mixed response was noticed in the community. With the help of local 
Government officials, 1,49,150 people in East Godavari and 28,000 people in West 
Godavani district were evacuated to safer places. People used cyclone shelters, where-ever. 
this facility was there but many of them (mostly women and children) went to the sea to 
collect prawn seeds as their normal daily activity and did not bother to the warming. The 
affected region never had this type of cyclone since last 3 decades so people were taking 


cyclone warning as a routine type of affair. 


IMPACT OF CYCLONE 


There was impact of cyclone on allmost all sectors of life as depicted in figure - 4. 


Almost every section of the society (farmers, businessmen, industrialists, artisans, weavers. 


fishermen, economically weaker section of the society, women and children) was badly 


affected. There was no department, which was not adversely affected by the cyclone. 


Houses Death 
Handlooms and 
Cottage/Village 
Industries 
Fisheries (Fish/ 
Prawn Culture) Impact of 
Cyclone 
Imgation 
Electricity 
Road and 
Buildings 
Ammal Infrastructure 
Husbandary and Amenities 


Figure - 4: 


(1) Death and Injuries 


Injunes 


Municipalities 


Impact of cyclone on different sectors/ departments 


Horticulture 
Agriculture 
Serniculture 


Poultry 


Public 
Buildings and 
Panchayati Raj 
Institutions 


Public Health 
and Sanitation 


There was 970 deaths in East and West Godavan districts (872 and 


98 respectively). One death was reported in Khammam district. The 


number of missing, persons was 925 as per state government records. The 
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most important cause of death was drowning of fisherman at sea and prawn 
seedling collectors in the delta during the storm surge. Some of the bodies 
were being washed in by the tide all around the coast and could not be 
identified even by their family members and cremated. A large number of 
women and children (prawn seed collectors) were caught unaware by the 
storm surge and drowned. 

Number of people injured were twice than the number of deaths 
due to cyclone. The 30 bed hospital located in Mumidivaram and one in 
Amalapuram were full of patients with severe injury. These hospitals were 
ill-equipped to handle this big calamity. Though, each mandal has a primary 
health centre but not well equipped with doctors and paramedical staffs. 
The area was having many private nursing homes (each mandal has 3 to 4 
nursing homes) which provided medical aid to the injured people. There are 


few private psychatrists as well in Amalapuram and other affected mandals. 


(2) Damages in different sectors 
Sectorwise damage assessment was made by state government, 


calculated a huge loss of Rs. 61,265 million, presented in Table -1. . 


Table - 1 


HORTICULTURE - Rs. 41,369 MILLIONS 


in HOUSING - Rs. 9,636 MILLIONS 


9 AGRICULTURE - 3,965 MILLIONS 


1,200 MILLIONS 


Rs 
° PANCHAYATIRAJ_~ - Rs. 1,500 MILLIONS 
. MUNICIPAL ADMN. - Rs 
Rs 


ie ELECTRICITY - 1,025 MILLIONS 


. IRRIGATION - Rs 1,000 MILLIONS 
* ANIMAL . Rs. 450 MILLIONS 
HUSBANDRY 
& FISHERIES > Rs. 400 MILLIONS 
+ ROADS & “ Rs. 350 MILLIONS 
BUILDINGS/N.H. 
* OTHERS Rs. 370 MILLIONS 
/ 
| 
| 
| TOTAL fr Rs. 61,265 MILLIONS 
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Details of some of the important sectors like horticulture, agriculture, housing, 
animal husbandary and electricity board have been furnished below : 
A. Horticulture Sector : 
Coconut plantations of East Godavari (29,100 ha) and West 

Godavari (900 ha) district was greatly damaged by the cyclone. The inter- 
cropping of cocoa, banana, pepper, betelvine, tapioca and vegetables in the 
coconut farms were also perished in the area. In Krishna district, chillies in 
4481 ha area was completely damaged. Out of total cummulative loss of Rs. 
41,369 millions. coconut plantations only suffered a loss of Rs. 30,000 


millions. 


B. Agriculture Sector 

Konseema region, delta of river Godavari is known as “Rice Bowl 
of Andhra’. The paddy is the major crop of the East and West Godavari 
districts and at the time of disaster, crop was ready for harvesting. In East 
Godavani district, out of total 2,80,908 ha cultivable land, about 1,75,000 
ha paddy and 20,000 ha sugarcane and other commercial crops were 
damaged. Similarly, in West Godavari District, out of total 3,17,636 ha 
agricultural land, 1.62,000 ha paddy and 24.000 ha sugarcane and other 
crops were damaged. In Krishna district also the extent of agricultural land 


severely affected was about 20,000 ha. 


Housing 

There was heavy loss of houses in the East Godavari district, where 
more than 2.5 lakh houses completely damaged. Second in the descending 
order was West Godavari, where 61,126 houses were fully and 1,53,713 
partly damaged due to cyclone. In Krishna district also 346 fully and 574 


partially damaged houses were reported. 


Animal Husbandary Sector ; 

In East and West Godavari districts, cattle/bovines loss was 15201 
and 4622 respectively. Whereas. poultry birds perished in the disaster was 
about 10 and 12 lakhs respectively. 

Apart from these sectors, enormous loss occured to the 
Infrastructure, Municipal and Panchayati Raj Institutions, Irrigation, 
Industry and Cottage and Village Industries etc. The cyclonic storm has 
damaged large number of roads. All weavers villages in the coastal area 
were badly affected. Though, there were not much deaths but they lost their 
looms, yarn, etc. In some villages, where houses were damaged, all the pit 


looms and stand looms were adversely affected. Similarly, fishermen lost or 


damaged their craft and net 


RELIEF AND REHABILITATION 


Andhra Pradesh has total annual outlay under the calamity relief funds of Rs. 


124.19 crores, out of which relief giver for the victims of present cyclone is given as 


present in Table - 2. 


Table - 2 
| : Ex-gratia -Rs. 1 lakh to the families for the deceased 
: Rs.5.000 for missing persons, balance amount of Rs.95.000 on confirmation of death. 
i Rs.10,000 for grave injuries and Rs.2,000 for minor injuries 


: Gratuitous relief - Rs.1,000 + 200 for purchase of clothes and utensils for fully 
damaged houses. Rs.500 for partly damaged houses. 


% Weavers - Rs.500 for damaged looms, and Rs.200 for damaged yarn 
: 25 Kgs. of rice to all the affected families 


‘ Fisherman - Rs. 1,000 for lost boat, Rs.500 for damaged boat, and Rs.200 for 
damaged net 


* Farmers - Rs. 625 per hectare for SF and MF for fully damaged agriculture crops 
Rs. 2,500 per hectare for sand casted areas 
Rs. 1.000 for petty shops damaged in the cyclone 


3 litres of free kerosene to affected families. Allotment of kerosene on ration cards 
doubled. In case of East Godavani, $ liters of free kerosene in areas without power 
supply 


Postponement of water tax collections in the affected areas 


* - 
Reschedulement of crop loans and sanction of fresh loans. Settlement of insurance 


claims 
ae ee ee hl 


In the rescue operation, 191349 people were evacuated in 793 relief camps. Just 
after the cyclone, Rs. 20.5 crores were released for providing relief and repair/ restoration 
of services. The money spent by State Government on various relief activities have been 
given in Table - 3. 

TABLE - 3 


s 
; SLNo. | Item | | Amount (Paid in Lakhs) 
| i 
a mis 
l i 


: Payment of Ex-gratia to the kin of the 
4 deceased persons (No.732) — | 
| a Ex-gratia to missing persons (1514) | TSO 


| i 
3. | Ex-gratia to injured persons : 


| I. Seriously insured (240) 
Il. Minor injured (513) 


| | 
| : : 
| 4. | Distribution of Rice | 1716.96 
| (Families- 10,43.981) : | 
| 
| 


| House Damaged 
L Fully (No.305896) 
| TL. Partly (No.304178) 
b ge sian 
6 | Distribution of kind relief 
| 1 Cloth | 308.16 


A 
tv 
& 
O° 
\O 
at Oe ee Ce 


! 
' 
ae ek ee A Cer ee, A ? 


| I. Utensils | 308.16 
fe | Ex-gratia paid to the Weavers 


| I. Loom Damaged (6169) 


| 
| 
| 0. Yarn Damaged | 29.55 
| | 25.14 
Se aera reree a eae “ 

8. | Compensation to Fisherman . 
| ‘1. Craft lost (7225) | 72.24 | 
| I. Craft damaged (4888) | 24.46 | 

| Il. Tackle lost (16393) | 32.79 
| 4.32 


| IV. Tackle damaged (2159) 
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RELIEF ADMINISTRATION 


The Andhra Pradesh state is having a well prepared cyclone contingency plan of 
action. There is a state level high power committee for disaster management, chaired by the 
Chief Secretary (Table - 4 A). Every district of the state has a cyclone and flood relief 
committee, headed by the District Collector (Table - 4 B). 

The state administration involvement in the relief operation is provided in flow 
chart form (Figure 5). The Chief Minister, Chief Secretary of the state and the State Relief 
Commissioner supervised the whole operation. The Chief Minister opened a mini 
secretanate at Rajmundn and personally monitored the relief programme. The Chief 
Secretary of the State. stationed at the State Capital, Hyderabad and was daily reviewing 
the relief situation. In East Godavan district only 210 senior officers, including 9 very 
semor LAS officers, were deputed to monitor the relief operation. In two worst affected 
districts of East and West Godavan, 935 medical and paramedical personnel were deployed 
fo attend the injured and affected people. There were 774 enumeration teams to evaluate 


the extent of damage in the affected area. 


Table-4A 


State Level High Power Standing Committee for Disaster Management 
in Andhra Pradesh 


Chairman Chief Secretary 


Members Commissioner of Land Revenue 
Principal Secretary, Revenue 
Commussioner of Civil Supplies 

Member Secretary Commissioner of Relief 


Other members 48 Senior Officials from Department of 
Home, Finance, Irrigation, Agriculture, 
Forests, PWD, Public Health, Panchayati 
Raj, etc. ( Out of 48, there are three 
representatives from local units of Army, 
Airforce and Navy ) 


Table- 4B 
District Level Cyclone and Flood Relief Committee in Coastal Districts of 
Andhra Pradesh 


District Collector is Chairman of the Committee and other senior officers of 
the district as members. 


Committee meets in first week of April and 2nd week of September to 
review the precautionary measures and preparedness plans. 


The Committee meets immediately after receipt of first cyclone warning. 


Control Room start functioning round the clock during the occurance of 


cyclone. 


Aerial Survey on 7.11.96 


Visited affected villages personally 
November 8-11. 1996 


Supervised relief operation opened 
Mini-secretariat at Rajmundry 


eviewed daily Relief and 
Chief Secretary see measures at State Head- 


Coordinated government and NGO 
relief efforts 
Restoration of Infrastructure 


r——- 


Chief Minister 


| Relief 
| Coramissioner 
| Control Room 
| at Hvderabad 


- Collector, East Supervised relief operation of all 
Supervised by Godavan, DRO affected mandals and villages 
Senior LAS offic and 210 senior 
; | Officers and 7 IAS 
officers of the 


NGOs committee 

coordinated by 
CARE-INDIA and 

| Oxfam (India) T 


22 NGQs participated in the relief 
and rehabilitation 


r 935N fedical and 
| paramedical 
personnels 


Attended to the mjured and affected 
indniduals 


774 Enumeration 
teams deploved 
AP Remote Sensin 
Institute 


amage Assessment (Public' Private 
Property) 


eS Rae 

! Union Agneulture 
—————— Minister and ¢ “entral 

| Team 


Ri ezct> 


Damage Assessment 
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SECTION - B 


METHODOLOGY : 


Survey research technique was used to study the psycho-sociological consequences 


— 
. 


of disaster on mental health of victims. 


1A. SAMPLE: 
Three severely affected communities such as fisherman. weavers and farmers were 
choosen for the study. Ten (10). Severely affected villages from East Godavari district 


were selected from various Mandals (as shown in table 1.) 


TABLE -1 


Kandikuppa Katrenikona 


Challapalli Uppalaguptham 


himanapalli Uppalaguptham 


x 


SAMPLE 

| SL | Village Mandal 

| No. 

= Balusitippa Katrenikona 

| J Rangapuram Amlapuram 

| (Agriculture 

: Labourers) | 
[4 |¢ | 
i 
S 


I 


‘adurlanka [polavaram 3 S 2500 
Vilasavalli — Uppalaguptham Weavers 500 | 
Pulletikuriu Ampajipata Weavers | 400 
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Total sample comprised of 60 (Sixty) respondents. Stratified sampling technique 
was used for the selection of sample from each village. The maximum number of families 
were interviewed from the comniunities reported as suffered maximum life losses/physical 
injuries. The fisherman community was the worst affected community during the cyclone. 
Indepth interviews were conducted with 30 (thirty) respondents from Balusetippa and 
Bhyaravaplum villages representing fisherman community, Fifteen (15) respondents fron 
farmers and fifteen (15) from weavers community from different villages were also 


interviewed as shown in table-2. 


The various government officials such as Relief Commissioner/and others, Doctors 
from government hospitals, private doctors and NGO's such as Oxfam, Shakti, and Others 
were also interviewed for collection of relevant information regarding the management 


of disaster and rehabilitation interventions after the disasters. 


TABLE -2 


Sl. No. | Community No. of Respondents 


| Fisherman 
er oo —* 


| Weavers 


SAMPLE 
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SECTION - C 


RESULTS AND DISCUSSION 

It is universely acknowledged that natural disasters some times leads to traumatic 
conditions of the affected victims. Inspite of this the psycho sociological seetias have been 
neglected in most of the management strategies of managing disasters either by 
government or by voluntary agencies. The same happened in this situation too. Inspite of 
all government efforts to provide best possible timely relief to the cyclone victims as 
mentioned earlier. But recovery programmes offend lack specific-components of the 
aspects of mental health of people. There was no evidence of providing psychological 
relief to victims regarding their mental health” problems during and offer the relief 
operations. Results obtained from indepth interviews with the three most affected 
communities, Fisherman Weavers and Farmers were quite revealing. An attempt has been 
made in the case to present a systematic analysis of what happened to these victims which 


require rehabilitation today. 


Loss or Blockage in "Primary Sources of Gratification of Needs 

Primary sources of need satisfactions were largely affected. All behaviors are 
instigated by needs and are directed towards goal attainment that can satisfy these needs. 
Personality has a system of organized drives such as - (1) Physiological needs: e.g. Thirst. 
hunger, sex (2) Safety needs; security and order (3) Social needs; e.g., need to belong. 
Identification and love (4) Esteem need; e.g. need to Achieve, need to control self respect 


and (5) Self Actualization; e.g. need for identity and self fulfillment. (Maslow 1954). 


= Mental Health refers to certain sets of criteria these are: attitude towards self (positive os 
nepative). Self acceptance and self identity: Development and self actualization, Which includes 
concept of self, motivational processes and investment in living; integration which refers to 


balance of psychic forces in the individual, tu 


inifying out look to life and resistance to stress, 


Autonomy which refers decision making process, regulation from with in; Undistorted perception — 


of reality inducing empathy, including ability to love ade« 
efficiency in meeting situational requirements, capacity for 


juacy in inter personal relations and 
adaptation and adjustment, efficiency 


in problem solving, adequacy m love, work and play 
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Physiological needs are largely determined by the innate factors but others are greatly 
influenced by the nature of social environment. Human beings are constantly seeking for 
pleasures, reflected through satisfaction of above mentioned needs in their unique manner 
through their established sources of livehood, social relations, social status, kinship ties 
etc. Any loss or blockage or change in the manner of satisfying these needs will result 
in-varying degrees of tension, stress and trauma for different people. Therefore social 
environment together with the satisfaction of needs in an acceptable manner become 


extremely important. 


The cyclone resulted into loss/blockage of satisfaction of basic needs of life Data 
revealed that the major deaths occurred in the fisherman community. The families were 
wiped out leaving behind either old men and women or children who were happened to 
be present at the time of cyclone in their houses. Some of the excepts of interviews with 
the victims have been presented for the sake of illustration of psychosociologica! 


consequences. 


1. Female (Widow) 


{ am an old women. I have lost my two bread eamers, my two sons, my two daughter- 


in-laws and my three grand children. I am alone, no one took my care, who will look after 
me. what I am going to do with 10 lakhs of rupees. Rather I am afraid: People will be 


| after me for money. There is nobody to talk, to share my erief and then lady cried. 


2 Young Women (Widow) 
| 


: ! have lost my husband. I am now living with my Parents. | donot wants to live. What | 


H < : ~ 

/ am gong to do the entire life. I used to g0 along with my husband to sea share. Now I 
pose" feel like going to work. I am afraid of going to sea. How long my parent will take 
| Care of me. I am v ill pe ; a 

of me. I am voung. | wil] get the money but what I am going to do with it? There is 


i 
| Ne one to talk at home. Every ' p0e ; 
t erybody goes to work | feel more scared at home also. Nobody 


_has rome to us to share our grief. Government is not doing any thing for us. 
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Men 
The government has announced a relief of one lakh of rupees but we have not been 

| piven the full money. Other boats are fully damaged, our houses are fully damaged. How 

can we recover from the losses. We have lost our children. No one is looking towards our 


| 


problem. There is nobody to share our grief. 


| I 4, Children : 
| Who will take care of us? Some of them were shocked and enable to speak. The more 


| appearance of clouds in the sky made us to shout and cry. 


The data revealed that women and children are the greatest sufferers. Loss of 
family members resulted into less of sources of livelihood. This resulted into loss of 
satisfaction of needs. Widows lost their social status, relatives. This resulted into a feeling 
of loneliness, helplessness, and powerlessness. their miseries resulted into low level of 
Esteem. They developed negative altitudes towards selfl F5,. ©) 

Relief measures in terms of monetary compensation also created tensions among 
men aud women. People were found highly demotivated because of non payment of 
compensation Some were quite agitated but some faced with the feeling of helplessness 
and powerlessness. Comaiensation posed a fear and apprehension about the security 
problem among women and children. The interview revealed that the compensation was 


not felt as important by females as it was by males. 


All suffered the feelings of insecurity from all sides. The young women were 


move apprehensive about their exploitation form the male community. 


Though men community also faced such binds of problems and were found in the 


See 
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state of tension and stress but the intensity of trauma was much more with females. Loss 
of houses resulted into difficulties in building new houses. It was a great problem for 
females. Through groups/N.G.Os did their best in getting their houses repaired or 
provided money for building their houses again but no manual help was provided to the 


people. The females who lost their male counterparts faced tremendous problems in 


constructing their houses. 


Weaver's was the second community which was badly affected. They lost their 
houses. There weaving looms were damaged. Relief measures were provided to them. 
Their traditional looms were replaced by new looms. This was done by one of the 
voluntary agency. But this also created problems for them. Loss of home, rebuilding it 
all over again with the little financial help of the N.G.O., and working on new looms led 


to low level of adjustment (See figure - J). 


Lack of skill to work on new modernised looms led to high level of job 
redundancy. This resulted into lack of motivation to work on those looms. There was low 
level of self efficacy, low level of self management and a feeling of helplessness and 


loneliness among the entire community. 


FARMER'S COMMUNITY : 

Farmers community suffered the maximum financial losses. Their coconut 
plantations and paddy crops were wiped out. Loss of coconut trees led to long term 
monetary losses. Affluent and middle class farmers suffered the most (See figure -8). The 
agricultural laboures who were working on the agricultural fields also had to suffer trom 
job redundancy for some time but later on they migrated to different areas and could eam 
their livelihood. Different binds of problems were expressed by the middle and above 
middle class farmers. They feared loss of their social Status. Interview with one tanmers 


revealed that 
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} “I can not tell my losses to any one. I enjoyed a very good status in my community. If 


| people will come to know that, I have become pauper. Who will marry my daughter”. 


Such binds of statements were given by many farmers. They expressed that we 
cannot accept the relief given by the government. Such binds of conflicting dilemmas 


were 


We are providers of food to the other people. How can we accept it. 


expressed by many. They reported poor motivation and low level of self worth in the 


society. Some cases of high depression and trauma were also reported by them. 


Data from the hospitals and Doctors also revealed that no cases of mental trauma 
and depression came to the hospitals and visited private doctors. Indepth inter view with 
the doctors also revealed that they also did not have much feeling of concer for mental 


death cases. They did not consider it as important aspect to be handled by the doctors. 


Now all this data reveals that mental health issue did not figure any where in the 
scheme of management of disasters. Though data from, especially from fisher men 
community revealed that distribution relief in cash bind can not relieve the mental 
miseries. All the benefits of rehabilitation programmes can only be achieved if the victims 
utilize these rehabilitation programmes. This calls for handling of mental health problems 


which are neglected in management of cyclone as a disaster till today. 


RECOMMENDA TIONS/SUGGESTIONS 


1. Rehabilitation measures need to focus around psychological rehabilitation along 
with physical rehabilitation of affected vicum. 
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2. Need to provide more of psychiatric/counselling services on continued basis as 
part recovery measures. This calls for strengthening the psychiatary departments 
in the hospitals to meet the required need in emergencies. 


oh Need to involve mental health professionals: Psychiatrist/Psychologists/ NGO's who 
can contribute in reducing the mental health problems of the affected community. 


Preparedness Programmes : 


4. Community awareness programmes in developing Sensitivity towards mental health 
problems among the vulnerable communities and the larger society. 


Si Developing helping skills with in the community for providing services to the 
victims on continued basis with in the community. As the cyclone is a recurring 
disaster it calls for developing a self sustainable community which can provide 
counselling to ailing people 


6. Designing more of training programmes for NGO's who can provide timely help 
to the affected population. 


ty There is a need to strengthen preparedness on the part of administration as well 
as of community: 


a. A hew approach/strategy should be evolved for wamming 
dissemination in the coastal area, with the help of NGOs and 
CBOs. 

b. There is annual cyclone drill/rehearsal for evacuation, use of 


cyclone shelters in few coastal district of Andhra Pradesh, which 
can be extended to entire eastem coastal region. 


e The entre administration, NGOs and community should be trained 
in disaster management. The Community should have basic 
knowledge of first aid, search and rescue. Disaster education should 
be given to the people in formal and informal manner 


10. 
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d. The coastal villages should have village task force (as already 
present in hundreds of villages in other districts of the state), which 
can meet regularly and pian ioca! mitigation strategy of the 
disaster. 


e. The disaster management commities at block and village level can 
be formed. Each comunittee should have local NGOs and 
community members (eg. teachers/social workers). 


There is a need to involve local community in relief operations to minise 
complaints from the community. 


Proper coordination between NGOs, Government and Community needs to be 
further strengthened. 


There is need to have more plantation in the coastal area to check sea-erosion and 
to reduce impact of cyclone as a long tern strategy. 


The experience has shown that the communities have shown the dependency 


syndrome. This tendency needs to be checked through proper relief distribution 
system which can only enable the affected victims to recover from the losses and 
generate a self sustenance. 


The mode of distribution of relief cither in cash or in kind needs to be 
appropriately matched with the affected community in order to minimise ‘he 
negative psychological consequences on people. 
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MARATHWADA EARTHQUAKE 


A CRITICAL STUDY WITH AN EMPHASIS ON 
MENTAL HEALTH PERSEPECTIVES 


Dr. Harish Shetby 


M.D., D.P.M., D.C.M. 


Introduction 


The human race has constantly endeavoured to make earth a safe and peaceful plac 
for human existence through centuries. The benefit of the long ardous quest for bette 
living has been disproportionately distributed among its own brethren. The fruits o 
science, technology and development have in a way obliterated local wisdom, causes 
lopsided development, disparity in living conditions across the globe and increased th 


gap between the haves and the have nots. 


The human beings hunger to understand cosmic laws and the secrets of nature hav 
led to distribute and classify different parts of the globe as safe and unsafe for humat 
habitation. This understanding has been frought with several catastrophic errors a: 
nature has always sprung surpirses and questioned the collective unconscious an 


conscious wisdom of mankind. 


Yet one can safely conclude that an earthquake of the magnitude which occured a 
Latur would cause less damage in California or Japan than in India, as technologica 
infrastructure and disaster preparedness is much superior in richer countries. Thi: 
has caused not only increasing frequency of disasters to occur in third would countries 
but also greater loss in terms of lives, material and more trauma to the survivin; 
population. 


The first natural disaster recorded in the scriptures of the world was the great deluge a 
the end of the ice age 10,000 years ago. This supposedly led to mass migration of ths 
Aryans from the northern arctic zone to various countries like Iceland, Finland 
Scandinavia, Germany, Persia, India, China and Mongolia. 


For a country like India disasters have become a part of life. Floods, cyclones, drought 
riots, accidents fire etc. have claimed a large number of lives in several states during 
the last decade. Medical epidemics such as Malaria, Dengue, Plague have also claimeé¢ 
thousands of lives recently. Maharashtra with a relatively better infrastructure have 
had droughts, communal riots, bomb blasts in the recent past claiming hundreds ol 
lives, the most recent was the earthquake on 30th Sept. 1993: 


In recent times "Disaster Management" as a science anda philosophy is being discussed 


nee frequently in our country. The psychological consequences have been relatively 
ignored and assigned a low priority. The Govt. of India has recently established the 
National Centre for Disaster management and located it in the Indian Institute of Public 
Administration New Delhi for evolving policies, mechanisms, i 


ait nfrastnictures and systems 
in different states to tackle natural disasters in the future. 


Event 


The geological and seismic understanding about India is that it is an old stable continent 
riding on an ocean floor plate which moves a few centimeters a year sailing slowly into 
the North and crashing into Asia. Most of the major earthquakes occur on the frontiers. 
The last major earthquake in Maharashtra occured in Dec. 1967 measuring 6.5 on the 
Richter scale at Koyna. Marathwada was not considered to be earthquake prone, till the 
disaster at Latur occured. In the National Building code it is classified as zone I or the 
zone of least danger. The last recorded earthquake in this areas was in 1570. According 
to Dr. S. Sarma of Imperial College of London, the Deccan has been regarded as Pre- 
cambrian shield and one would not normally expect earthquake in an area far from the 
Tectonic plates. Dr. Bowitts of the British Geological Survery, Edinburgh has categorically 
observed that earthquakes in this part of the country are infrequent . 


The earthquake struck Latur and Osmanabad districts at 3.56 AM on the 30th September 
1993 and measured 6.3 on the Richter Scale. Its epicentre was at Killari village at Ausa 
Tehsil of Latur district. This was followed by three aftershocks of declining intensity. 
The first aftershock struck about 45 minutes after the mainshock with an intensity of 
5.0 on the Richter Scale and the last measuring 4.4 struck at 7.46 AM on the same day. 
Since then approximately 170 tremors have been felt in the region. 


The earthquake severely affected 67 villages in Latur and Osmanabad districts. Of 
these 36 are in Latur district and the remaining 31 are located in Umerga taluka of 
Osmanabad district. In these villages there have been many deaths and extensive damage 
to residential houses and public buildings. Additionally 512 villages of Latur and 374 
villages in Osmanabad suffered damage to houses. Mild damage was also visible in 
adjoining districts such as Solapur, Satara, Sangli, Kolhapur, Nanded, Beed, 
Aurangabad, Ahmednagar, Pune, Nashik and Parbhani to both houses and public 
buildings. The state govt. has categorised the damaged zone into A, B, and C groups. ‘A’ 
villages comprises those which have been very severely damaged. “B’ moderately damaged 
and C’ mildly damaged. 


Approximately 8000 people died and 14,000 were injured due to the quake in both 
Latur and Osmanabad districts. 30,000 families were rendered homeless and 16,400 
houses in Latur and 16,280 houses in Osmanabad were totally or partially destroyed. 
Minor to extensive damages were seen in 1,25,000 houses in other districts. 


The quake killed 1,017 heads of cattle and injured another 4,699 in Osmanabad district. 
In Latur 1083 heads of cattle were killed and another 8345 were injured. 


The estimated financial loss in Latur and Osmanabad with respect to infrastructural 
damage has been 214.54 million rupees. Roads, watersuply lines, school buildings, 
gram panchayat, offices, electric substations and community halls have been damaged. 
Private property loss has been valued to be approximately 3 billion rupees. 


Pre disaster scenario 


Profile of the population : 


Latur : This district was carved out from the Osmanabad district in 1981 August an 
consists of seven Tehsils namely Latur, Anmadpur, Chakur, Ronapur, Udgir, Ausa. Th 
total number of villages in the district is 936 and the soil profile is predominantly blac 
cotton soil. Major rivers flowing through the district are Manjra, Terna, Sina, Bor. 
Tawarja and Tirumanar. There are two major irrigation projects, seven medium project 
and seventy six minor projects with a total command area of 64,700 hectares. Th 
predominant occupation is agriculture and the major crops grown are Jowar, arhal 


groundnut, cotton, sunflower and sugarcane. 


The literacy rate was 55.6% which is below the state literacy rate of 64.8% and i 
marginally above the national average of 52%. The numbr of households in this distric 
was estimated to be about 2.84 lacs. 88% of population resided in kutcha and sem 
pukka houses. The kutcha houses are typically built with stone masonary and mu 
mortar. Semi pukka houses are built with bricks lime and mud mortar. Of the 2.8 la: 
households 28% had independent water connection; 36% had access to common wate 
taps and the rest had to rely on wells and rivers for water. Only 25% of houses hac 
independent toilets. People living in the district in urban areas constituted 20.39%. 


Profile of Population : Osmanabad : This district comprises of six talukas of Tuljapur 
Kalamb, Omerga, Bham, Paramda and Osmanabad and comprises 704 villages. The 
profile of the soil is mainly black cotton soil. This district has two major irrigatior 
projects, 13 completed medium irrigation projects and 46 minor irrigation projects. The 
total command area is 54,200 hectares. The predominant occupation is agriculture 
and the crops grown are jowar, wheat, bajra, pulses sunflower and soyabean. 


The literacy rate was 54.3% compared to the state average of 64.8% and ig 
marginally above the national average of 52%. Of the 7569 sq. km. area of Osmanabad 
76.7% is the gross cropped area. The number of households in Osmanabad was 2.33 
lacs of which 9% lived in pukka houses. 66% are kutcha and 25% semi pukka. Ove! 
18% of the tenements had independent water taps, 29% common water taps whereas 


the rest had neither, 19% of the households had independent Latrines. 15.29% of the 
people in the district lived in urban areas. 


INFRASTRUCTURE : EDUCATIONAL AND HEALTH 
Education : The schooling and educational infras 


: tucture density, expressed as number 
of institutions per 100,000 people w 


as 85.33 at Latur and was 80.80 at Osmanabad. 


The awareness for education in both the districts is very strong and during the SSC 
Board examinations in the state children from these two districts have been doing 
exceptionally well. Tution classes existed in the villages and it was not an uncommon 
site to see children attending tutions early in the morning. 


Though this thrust towards acquiring educational competence is not reflected in 
the literacy rate, it is not an uncommon fact to hear about young unemployed graduates 
existing in a large number. In the villages most of the schools were single teacher schools. 
Several young farmers are fairly proficient in the English language also and have 
enhanced their farming activities with their education. 

Their attire is also different than their ancestors and reflects upward social mobility 
Parents have also been conscious of getting their daughters educated in recent times 
and though male preponderance in schools and institutions exist, the number of girls 
seeking academic progress have been increasing. 


Health : As per the 1991 census. Latur and Osmanabad had the following facilities. 


LATUR OSMANABAD 
Hospitals LI 8 
Dispensaries 16 1] 
PHC 44 4] 
Doctors 139 123 
Nurses 514 483 
Maternity home 1 
Hospital bed 746 TED 


The hospital beds in Latur works out to be 44/100,000 and in Osmanabad 61/ 100,000 
as compared to the state average of 143/100,000. 


Mental health facilities : 


There was no psychiatrist in these two districts in the governmnet sector. One psychiatrist 
couple were practising at Latur in the private sector from 1991 and a physician at the 
Swami Vivekananda Hospital was practising psychiatry. The Health services provided 
by the primary health centres were restricted to treatment of common diseases and 
complicated cases had to be shifted to district hospitals. 


The range of activities in the govt. health centres lacked infrastructure and motivated 
“personnel. Mental health facilities also did not exist in the N.G.O. sector in these two 
districts though medical personel formed a part of it. These doctors provided mainly 
physical health care though, Dr. Bharadia a physician by profession treated psychiatric 


patients. 


Mental health services prior to the disaster did not exist and the quantum of both 
informal and formal services was scant. The National Mental Health programme also 


has not become a part of the health related programmes. 
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Socio Cultural aspects 


The population of Latur and Osmanabad [16.73 lacs, 12-76 lacs - ade is oY aedagtatage 
Hindu. Muslims form a significant minority population and have a sizeable dares” a 
Umerga. It is difficult to distinguish the two communities externally as the attire is 
similar and all speak Marathi and Hindi. As this part of Maharashtra also formed ra 
erstwhile state of Hyderabad, a spinkle of Urdu words and the Hyderabadi Bete is 
spoken with Marathi. Though feudal in outlook the people in this region lived fairly 
amicably and the Maratha commuity was perceived as the most powerful. 


As these two districts also are fairly close to the Karnataka State lingayats who are 
worshippers of Shiva constitue a significant group. Hence Kannada mixed with Marathi 
also happens to be one of the spoken languages. Major caste feuds between upper caste 
Hindus and dalits over the renaming of the Marathwada University after the great social 
reformer Dr. Babasaheb Ambedkar has had its impact on this region in the recent past. 


Maharashtra has a long history of saints from all castes. They are revered in Latur and 
Osmanabad by all castes. Sant Gnaneshwar and Sant Gora Kumbhar form an integral 
part of their belief systems. The Samadhi of Gora Kumbhar [ a potter by birth ] is a holy 
place where many from both upper castes and lower castes pay obeiscence. 


Tuljabhavani temple at Tuljapur and her sister goddess at Devtala have been famous 
places of worship. Pandharpur the abode of Lord Vithoba in Maharashtra is also a 
place of pilgrimage for the people of this region. 


The Neelkanteshwar temple at Killari which was devastated by the earthquake partially 
is also an important place of worship. Most of the villages have their own village deity 
revered by the local population. Spiritual movements like the "Warkari Sect" have a 
strong base in many villages. People from this sect wear tulsi beads, dance and sing 
devotional songs in praise of Lord Vithoba, are strict vegetarians and shun tobacco, 
alcohol and other addictive substances. A few villages follow Arya Samaj religious practice 
since several years. 


Samaj Mandirs and Harijans mandirs [lower caste temples] with their goddesses such 
as Mariaii, Mesai are worshipped by the lower castes. Animal sacrifice of goats and 
other animals are perfomed as religious rites during important occasions. Among the 
festivals Deepavali is the most popular festival and other festivals celebrated are 
Yelamavasa, Pola, Naagpanchami, Sankrant, Ganesh Chaturthi, Ambedkar Jayanthi, 
Dassera etc. Deepawali is celebrated with lighting of crackers, wearing of new clothes 
and family get togethers. Pola the festival of the farmers is celebrated with the buffalo/ 
ox dressed as a groom and coloured yellow. They are taken in a procession through the 
village and brought back. Food is later had with the family. This festival brings people 
together and enhances community bonding. 
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Yelamavas is a special festival celebrated in this region and draws its origin from the 
Mahabharata. During this festival sweets are prepared, [laddoos made of Jawar] and 
Ambel Rice and Bhaji [a delicacy with Rice and Vegetables] are also cooked. From Bajra 
a delicacy known as Sajgure, Unde are also prepared. All these are taken in pots to the 
fields. A community meal with 4-6 families together is had in the morning hours. 
Sugarcane is also eaten on this day. People also get honey from the beehives as it is 
considered auspicious and useful for medicinal purposes. Families who do not possess 
agricultural land also are invited for this function. 


Sankrant and Naagpanchami are celebrated mostly by women. During Sankrant women 
fast and share “Tilgul’ [Sweets made of Jaggery and Sesame seeds]. Naagpanchami is a 
festival celebrated wherein the snake god is worshipped. Ganesh Chaturthi is worshipped 
over many days and the idol of Ganesh is carried in a procession during Anant 
Chaturdashi and immersed in a pond or a river. Many other festivals also are celebrated. 
Ambedkar Jayanti is a relatively new festival commemorated by Dalits and others. 
Buddha Jayanti and Id are celebrated by Buddists and Muslims respectively. The social 
life of the villagers mainly consisted of agricultural activity, and community interraction 
during festivals. Festivals still remain the most powerful mechanism of bringing the 
community together. 


Children had a wide repertoire of games and many of them were associated with festivals. 
Some of these are Tipriya, Jnoka, Ghasargundi, Bhendya, Shivnapani, Khokho, Cricket, 
Volleyball, Langdi, Bhoolaya etc. They had ample open spaces and riverbeds to play 
during the predisaster bed. Children also have a habit of regular daily prayers. 


Leisure time of the men was occupied by meeting at kiosks, temples, discussing 
agricultural and other issues. Alcohol was consumed by people though it had no religious 


sanction. The incidence of the same is visibly high today. 


Visits of local saints and religious preachers to these villages were common. It offered 
solace and a recreatory space for the men folk. Women seldom met in groups except in 
the farms or during festivals or visit to temples. Very few villages had mahila mandals 
where women could meet. A very common place for women to meet during was their 


excretory activities after sunset. 


| Some villages like Killari and others are known for their trade in grapes all over the 
world. Farmers growing cash crops and other landlords with large farmholdings had a 
great say in affairs of the village. The sarpanches were elected and few villages were 
fortunate to have enlightened people as sarpanches. The women folk were generally 
confined to work indoors, or in the farms and were seldom represented in panchayats 
or other power structures till recently. Different villages also had their own methods of 
cultural activities e.g. Mangrul had a group which would script their own plays and 
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stage them for the people. 


Housing in these regions had an architectural peculiarity. The slab was laid either on a 


wooden frame [called Imla] or white mud was plastered on stones arranged on ne 
frame [called Malwad type roof]. Deep foundation pillars were conspicious by their 
absence and walls were made of piles of large square stones. Large houses were ee? 
as wadas many of which were ancestral. Upper class people lived here. The poor lived in 
tin roofed houses or huts. Houses of Dalits were located at the periphery of the village. 


It would be incorrect to surmise that the people in these two districts enjoyed an excellent 
quality of life with respect to material, spiritual, educational and occupational aspects 
before the disaster. Inherent contradictions and disparities with respect to caste creed 
gender class existed though gross conflicts disrupting the social fabric did not occur in 
the recent past. There was a sense of reasonable balance btween communites, castes 
and sexes and shifts in the equations though visible occured at a very slow pace. 
Upward mobility of the lower castes and women have been occuring without much 
turbulence. Communal harmony between the Hindu and Muslim communities was 
good inspite of the grave conflicts in other parts of the state and the country. The 
reformatory ethos of the state of Maharashtra was reflected in the culture of these 


regions. 
PAST EXPERIENCES IN DISASTERS 


The Marathwada region had not experienced many disasters except for drought. 
Earthquakes were almost unknown and the last earthquake occured during 1570. Floods, 
cyclones were also unknown though summer windstorms, occur infrequently. 
Catastrophic disruptions of life were unknown. 


PREPAREDNESS ACTIVITIES 


Before the earthquake in 1993 the region had mild tremors for one year. Mixed reactions 
were seen in the two districts. Sarpanches from different villages had made 
representations to the government and the local elected representatives to take preventive 
measures. Scientific communities gave contradictory opinions thus adding to be 
contusion. A study by the geological survey of India a year earlier had revealed that the 
entire Deccan plateau was prone to the earthquake. "These are the files, | have written 
to the minister so many times but he has not done anything about it" said a Sarpanch 


two weeks after the disaster to the author. Relocation of villages were not considered as 
feasible prior to the earthquake. 


Prakash Ambedkar a Rajya sabha member at that time, prior to the earthquake, wanted 
to file a writ petition against the state of Maharashtra charging it with criminal negligence 
for not shifting the people from the earthquake area in Marathwada. The statement 
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made in the Rajya Sabha on September 1, 1988 by the then Mininster of State for 
Science and Technology, Shir K. R. Narayanan is relevant in this context. He said that 
"No part of the country was totally free from earthqukes." The state or the region had no 
disaster Management Plan and the philosophy of preparedeness or mitigation did not 
exist. The measure of preparedeness of the state and psyche of the people could be 
understood by the statement of a survivor who said "God is angry with us, god does not 
punish unless we have made a mistake." The people did not attribute the disaster to 
natural causes and most of them believed it was gods punishment to the people." 


MAGNITUDE AND NATURE OF MENTAL HEALTH PROBLEMS ...... IMPACT 


PHASE AND EARLY POST IMPACT PHASE (OCT. - DEC. 93) 


Immediatly after the disaster the people were numbed and shocked. Disinhibited 
behaviour was also seen such as looting of houses and thefts. "My fellow villagers looted 
several houses " said S.S.B. a post graduate unemployed from Limbala. Value based 
judgements appeared in abundance in the media. Thus ‘psycopathic liberation as a 
result of collapse of cultural inhibitions were seen. Paradoxically other survivors along 
with N.G.O. workers who plunged themselves into relief activity also displayed normal 
behaviour. eg. 1 kg. gold found in teh debris was righfully handed over to the owner. 


* A preliminary study conducted by the author [3 weeks after the disaster] revealed a 
high incidence of insomnia, startle reaction, palpitations and fearfulness, sadness 
of mood hopelessness, flashbacks and nights mares. The survivors also attributed 
the cause of the earthquake to the act of god and felt that the govenment should 
provide quake-proof houses. They also felt that a severe quake would recur. Most of 
the women expressed faith in the government agencies whereas majority of men 
expressed lack of faith. 


* A study conducted by T.I.S.S. during the early past impact phase revealed several 
symptoms. The commonest-were Anger, irritability, anxiety, fear, depression, apathy, 
and indifference. A checklist was used to assess the psychological symtoms. 


* Early assesment by M. I. M. H. [Maharashtra Institute of Mental Health] revealed 
three broad categories. 


1. Major psychiatric morbidity : No increase in prevalence above the usual level was 


seen. The symptoms were easily identifiable by lay people. 


2. High Risk group : This label was given to those individuals who are either symptomatic 
or liable to develop psychological outcome. 


3. Remaining affected population : Almost every individual in the affected area was 
experienceing sleep disturbance, heightened anxiety, lack of concentration ete. It 
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was felt that these symptoms were appropriate and natural for the disaster experience. 


The report then stated that the psychological condition of the majority of them 
would settle over a period of 2 weeks and only a few of them may remain symptomatic 


to qualify for a psychiatric case. 


Hyperactivity, over conscientiousness, irrational behaviour characterising the "counter 
disaster syndrome" was also seen." | have met the government representatives many 
times, see these are the applications I had given to Vilasrao Deshmukh. In fact a minor 
tremor occured when he addressed a meeting” said the sarpanch of Limbala. Drenched 
in the heavy pouring rain on Oct. 16, 1993 he was running up and down on the road 
telling his story to everybody who cared to listen. Mr. Usman of Sastur was so excited 
that he was narrating the disaster with all enthusiasm to eveybody interested. Both of 
them displayed hyperactive behaviour and their statement bordered on irrationality at 


times. Both experienced deaths of closed ones in their families. 


Survivors also converged on the site of the disaster and kept a silent vigil staring for 
hours at the destruction and at sites where their homes existed. On the 25th Dec. 1993 
the author witnessed N.B. an VII std. student retrieving his school books with the help 
of his father at Killari wadi from the debris of his house. 


Rescue and Relief operations were in full swing . The Army, R.S.S., Swami Vivekananda 
Hospital, Manavlok, NCC, NSS volunters and other villagers, NGO’s were the first to 
inititate rescue and relief. The injured were shifted to the civil hospitals of Latur, Sholapur 
and private hospitals. The rest were moved to camps and tinsheds which were built by 
the government and NGO's. Other NGO’s and volunters from other parts of the state 
and the country rushed to offer relief. Medical associations, R.S.D., Gnan Prabodhini 
A.B.V.P. and others joined a little later. Shelter, food and first aid were the activities 


carried out by relief workers. Mass cremations of the dead were carried out by the 
army. 


At this stage, the survivors reported lack of sleep, late night insomnia, early morning 
insomnia, fearfulness, sadness increased vigilance and startle reactions. They were 
scared to sleep and would keep their lights on in the temporary tin sheds. Some refused 
medications to sleep where medical facilites existed. "I will die, If I take pills to sleep as 
the quake may return" said a survivor at Sastur. Sound of a truck ora jeep was enough 
to arouse all the people sleeping in a tin shed to wail loudly and run out for safety 
believing that an earthquake had occured. A single scream from a survivor child or 
adult was enough to initiate a chain reaction and a near stampede in a camp. 


Hyperarousal was very high. This could be gauged by the fact that people in the towns 
of Latur living in bricks and mortar houses not affected by the earthquake moved into 
tents close by." "When big people like doctors sleep outside how will we sleep inside” 
said S.H . of Latur. She further added that people played cards, discussed news paper 
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reports and rumours about earthquake. 


In fact volunteers of an NGO (Village Medical service a protestant Christian NGO) who 
were camping at Wilson college Hostel in Mumbai found it difficult to sleep as they 
feared that an earthquake could strike Mumbai and they would be buried in the debris. 
Most of them hailed from outskirts of the earthquake affected area and were educated. 


The situation was complicated by the fact that minor tremors continued and were still 
going on. The mental health symptoms were worse in the severely affected villages. 
Assessments by Government Hospital Mental Health professionals confirmed the above 
findings. 


Attitudes and feelings towards God : Survivors expressed an ambivalence and 
different views on their attitude towards god. Said B.L.D. "I have lost faith in god. We 
have done so much for Lord Ganesh but he drowned us. I have started praying again at 
the Kalleshwar temple again. My children have also started praying" (earthquake occured 
on the last day of the Lord Ganesh festival). 


"My faith in god is gone I had faith before, I went to Pandharpur to immerse the ashes > 
of my parents but I did not go to the Pandharpur temple. People pray because they were 
saved by god. I threw stones at god after eight days of the earthquake. I do not do it now 
as it is of no use "echoed H.V.J. from Mangrul. 


"| have lost everything. That is gods will. He gave everything and took away everthing" 
was a common lament uttered by some of the survivors. 


"People who had faith in god lived whereas those who did not died" felt P.L.. from 
Banegaon. The survivors at Banegaon insisted then that if the government would not 
rebuild their temple they would go to the court. They persisted with their demand and 
forced the donor NGO Malyaiam Manoram to build a temple before formal allotement of 


their houses. 


At Haregaon it was a different story. The survivors were angry with Lord Ganesh though 
they continued their devotional bhajans sung in praise of Lord Vithoba (the earthquake 
occured on the last day of the Ganesha Festival). The Donor agency Ramakrishna Mission 
_had to intervene at a later stage and the Ganesh festival was celebrated after a year. 


POST IMPACT PHASE 3 MTS - ONE YEAR. 


PRO LIFE STUDY : This was conducted approximately four months after the disaster. 
The methodology involved a comparative study between the earthquake affected 
population and a relatively unaffected population. The study covered 2152 individuals 
627 from A category (severely affected), 517 from B category (moderately affected), 451 
from C category (mildly affected), and 557 from the control group [unaffected population]. 
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i d were : 
In all 1582 adults and 510 children were interviewed. The instruments Wi 
general health questionnaire (G.H.Q), Self Report symtom scale (SRSS], Impact o 
Scale (I.E.S], Schedule of Climical Interview for Diagnosis (S.C.1I.D.) 


Findings revealed that 60% of the study population suffered from post traumatic Ree 
disorders as compared to 0.2% of the control population. The ogame were jes 
pronounced in the affected population in a graded manner fees ¥ villages Pe : 
Category villages (Severely affected]. Among children those living in group “A i ag 
had more symptoms than group “B’ and °C’ villages. The symptoms pike loneliness, 
withdrawal, feelings of emptiness, depression, anxiety and feelings of peril. 


* The V. H. A. I study conducted during the early post impact phase in five villages 
revealed. that the survivors were suffering from post traumatic stress disorder (74%), 
Major depression 89%, generalised anxiety disorder 42% and panic disorder capi The 
most commonly observed symptom among those having post traumatic stress disorder 
was ‘Recurrent instrusive distressing recollection of the event" 


* A study conducted by Dr Jahnavi Kedare, Dr. H. S. Dhavale after a year of the disaster 
to compare the incidence of P.T.S.D in widows and in married women revealed that the 
incidence of P.T.S.D. in widows (40%) was significantly higher than in married women 
10%. The impact of the event on widows was more than on married women and widows 
showed more intrusive symptoms. Depression was the most severe comorbidity in widows 
and it was significantly more severe in widows than in married women. Fatalism was 
the maximally used coping mechanism. Socio demographic factors like middle age, 
illiteracy, nuclear family and loss of children were identified as risk factors for 
development of P.T.S.D. 


Anger, irritability, apathy, laziness, psycho motor retardation, fear, indifference were 
other symptoms reported by researchers. " I lost my son. | have kept his clothes. I have 
a photograph of my son . My relatives refuse to give it to me as they feel that I will look 
and cry continuosly. I get repeated thoughts about the earthquake" reflected P.V.S. 


“I feel sad more so on the 30th of every month. I remember my lost relatives. I see my 
fathers medals when | remember him. I have kept the photographs of my wife, mother 
and my child, I can’t sleep" narrated a survivor. 


“I do not sleep. | Sleep for only 2 hrs. I cannot sleep because I remember my mother, | 
feel very sad, depressed. I cannot concentrate. | am troubled by intrusive thoughts" 
said S. G. K. a 5ht standard student at the Janakalyan Samiti School at Latur. 


“We do not feel like coming together because we remember the event the dead and start 
crying " said a survivor at Talni during the Samuhik Shraddanjali Sabha organised by 


the Ekjut and the Swami Vivekananda Hospital, on the anniversary of the disaster. 
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‘| try to divert the thoughts at times and mix with people, chat with them and listen to 
the radio. At night even if a child cries in the neighbourhood there is a difficulty in 
falling asleep". Small incidents remind me of my family" narrated R. P. G. a survivor. 
Crying spells, loss of meaning in life were significant symptoms seen in a large majority 
of the population. 


Alcohol addiction had increased and was attributed to "compensation money” but on 
closer examination revealed multiple factors incluencing it. They were i) pervasive sadness 
of mood, ii) Loss of meaning in life. iii) having nothing to do in the evening. iv) 
compensation received from Govt. & NGOs. This was prevalent in most of the villages 
except in villages where strong spiritual movements prevailed. Moral judgements were 
made with respect to alcoholism by many e.g. “The moral values of people at Latur has 
decreased" remarked an NGO leader at a meeting organised by state government on the 
first anniversary of the disaster. Majority of the people did not occupy the houses alloted 
to them by the donor agencies. It was used for storing grains and the people lived in the 
adjoining tents. 


POST IMPACT PHASE. (ONE YEAR - TILL TO DATE (Oct. 94 - May 97) 
Though occupational functioning improved and normalcy appears to have been restored 
in majority of villages psychological morbidity remains still high. N.G.O.’s have almost 
finished their resonsibilites of handing over villages to the people whereas M.H.A.D.A. 
and the government agencies are lagging behind. Inspite of sporadic adhoc mental 
health interventions to a small section of the affected population by M.I.M.H., government 
psychiatrists and others little has been achieved as far as alleviating psychological 
symtoms are concerned. Though it is not an uncommon site to see children playing 
cricket, and other games the mental health profile especially of the women, adults with 
losses, the disabled and poor appears pathetic. 


Irritability, anger towards any figure of authority, disrespect to elders, quarrel at minor 
provovations, sadness, fear of an impending earthquake, intrusive memories, loss of 
meaning in life still prevails. Alcholism is widely prevalent and even those villages which 
appeared to be protected by spiritual movements during the early part of the post 
impact phase have fallen a prey to increased addiction. 


People still live outside their new homes in a majority of villages and even in those 
where deaths have been very few . A fatalistic view still prevailed and was summed up 
aptly by B.G. K. a retired school teacher of Sastur. He said "Natural calamities and 
mental sadness is the hands of god. Nobody can do anything about it". 


EMOTIONAL RESPONSES : 


A DESCRIPTION OF THE PROCESSES. 


Coping mechanisms : Religious activities formed the most important coping haem 
mainly during the early post impact phase. Bhajans, devotional sungs ek al a favouri : 
activity. Spiritual organisations and sects such as the Ramakrishna ee Swami 
Narayan Sanstha, Warkari sects and others facilitated devotional activities in many 
villages. Organisation like V.H.A.I., A.B.V.P., R.S.D. used games, sport and play to help 
youth and children cope with grief and feel better. Organisations like SON aoa 
Manch, Stree Adhar Kendra, S.P.A.R.C., C.H.A.I. helped organise women overcome grief 
and seek emotional and financial empowerment. Manavlok addressed health issues 
and facilitated recanalization operations (reversal of family planning) to help those women 
have children again. Kisan Sangh and other farmers organizations held meetings in 


villages to aid agriculturists move on and cultivate their farms. 


Remarriage of widowers were widely reported. A deep sense of loneliness and sadness 
was a crucial variable influencing remarriages. This began early in the post impact 
phase and continued. Restructuring and retaining old relationships for socio economic 
reasons was also an important variable effecting this change. Widow remarriages have 
been very rare. Pregnancies also appear to have been a method of coping. "Our 3 
children died under the debris (tears rolling down his eyes) but my wife gave birth to a 
boy 9 days back. | feel better "narrated a survivor at Talni. He had lost his children 
during the earthquake. Profound belief in destiny, gods will, afterlife, power of prayer, 
and supernatural forces also were methods of coping among the survivors. 


Alternate occupations like tailoring, chalk making, agarbatii preparation were introduced 
by several N.G.O.’s and pursued by people as methods of coping. Ideological beliefs, 
both religious and others have influenced activities in several villages and are providing 
a space for people to alter habits, attitudes, and thereby indirectly influencing grief. 


RESPONSE FROM MENTAL HEALTH PROFESSIONALS, N.G.O.'S AND OTHERS 


The government of Maharashtra in its “Proposal for Maharashtra earthquake 
rehabilitation programme stated that "The fragile mental health of affected women and 
children need to be strengthened through a programme of psychological rehabilitation. 
Counselling groups could be the basis for the entry point to gain the confidence of these 
people" It also proposed that "one multipurpose community centre be set up in each of 
the 86 villages affected by the quake. Since the support goups for counselling and 
sharing of grief would provide the entry point to access, the community centre would 


serve as meeting places for women, counselling centres and also training and recreation 
centres" 


The Adviosry committee appointed by the then government of the India (Dec.8, 1993) 
also proposed that "two rural hospital should be put up at Killari and Latur with 
psychiatric care units. "The government proposed to earmark 7.5 million rupees to 
provide psychological services for 3 years to 30,000 survivors". 
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Maharashtra institute of Mental Health, Pune were appointed as a nodal agency for 
mental health activity. Psychiatrists from the government hospital swung into action 
and the presence of mental health personel on the third day of disaster was an 
achievement by Indian standards. Two psychiatrists were appointed as Residential class 
I] government officesrs at Latur and Osmanabad respectively six months after the 
disaster. They were Dr. B. M. Donglikar and Dr. S.R. Sawant. Psychiatrist from mental 
hospitals were deputed from Mumbai and Pune in turns to the eathquake area. In 
addition mental health professionals from the nodal agency M.I.M.H. made periodic 
visits. The deputation from government mental hospitals stopped in July 1994 and 
later the burden fell on the two residential psychiatrists. 


INTERVENTION AND ACTIVITIES CONDUCTED TILL TO DATE : 


* Training of Mental Health workers on grief counselling for 5 days during the 
immediate post impact phase by M.I.M.H. was conducted. They were also trained 
in filling research questionaires. The services provided by M.I.M.H. during the 
immediate post impact phase were : 


1. Orienting the survivors of the field realities. 


2. Providing support to the survivors by offering empathic listening and an opportunity 
to ventilate their feelings. 


3. Planning of appropriate grief counseling i.e. facilitation of talking about the calamity 
and personal losses. | 


4. Early detection of psycho-pathology. 


5. Informing the people about the continuous availability of mental health care facility 
through DMHC’s. 


6. Single Session supportive group counseling by trained counselors. 
7. Individual counseling and/or therapeutic interaction. 


8. Creating a referral system through the informal net-work of resource persons in 
the community as well as through Government Health System. 


. 9. Initiation of need-based research. 


10. Building a database to facilitate follow-up of the cases and to monitor the services 


in the long run. 


11. Contacting and studying the problems of special groups like children, elderly, and 


young widows. 
* Survey of 62 villages were conducted by a team of psychiatric staff nurse, psychiatric 


14 


tivity was conducted during the 


social worker and psychiatrist in turns. This ac 
s were targetted. Gradually later 


early post impact phase. Villages with high death 
the two residential psychiatrists were asked to visit the villages twice a week and 


provide pharmacotherapy, and counselling assistance. A.F.A.R.M an N.G.O. assisted 


this mental health activity for two years. B and C villages were excluded after 6 
follow up of those who were given medicines were 


months. Since last one year 
New cases were given 


carried out. Those who had improved were excluded later. 


medicines. 


Counselling of groups and individuals at hospitals housing the injured during the 
immediate post impact phase by mental health professionals from the government 


and NGO’s sectors were carried out. 


Training of health personel and NGO workers were carried out by mental health 
professionals from government and the voluntary sector sporadically. Befrienders 
International, New Delhi were involved in training N.G.O’s in mental health very 
briefly. Halo Medical Foundation run by Dr. Shashikant Ahankari also conducted 
educative health programme for village health activists in which a small component 
of mental health was tacked by Dr, Moholkar. 


Indian Council of Medical Research New Delhi has set up a centre for advanced 
research on mental health consequences of earthquake for period of 5 years at the 
Maharashtra institute of Mental health of Pune. 


Till recently mental health workers under the guidance of M.I.M.H. have been 
working in a few villages around Sastur. The strength has ben depleted to just four 
and activity is limited to home visits, coordination with the PHC and referral to 


psychiatrits at Osmanabad and Latur whenever required. This has been withdrawn 
from Oct. 1997 | 


Tata Institute of Social Sciences and Voluntary Health Association of India had a 
brief presence during the early post impact phase. They conducted counselling and 
group activites in a few villages. Other N.G.O.’s like the Ekjut and Swami 
Vivekananda Hospital continued mental health activities till the first anniversary of 
the disaster. It included using low cost culture specific grieving strategies, bringing - 
small groups together frequently and large groups less frequently. They also helped 
facilitate celebration of popular festivals and conducted a Mana Swasthya Shibir 
for 120 community leaders from 18 villages.(March 1994) Another programme 
fer the Samuhik Shraddanjali Sabha on the first Anniversary following the disaster 
in 14 villages. This was aimed at helping people express grief in a group. Cultural 
symbols from the loca] culture along with community leaders were used as catalysts. 


Indirect interventions also aimed at alleviating distress were carried out during the 
post impact phase. The saint Murari Bappu camped in the disaster area and gave 
sermons to a large gathering providing solace. This was percieved as beneficial by 
many. Some analysed it to be escapist and not aimed at problem solving. 


* Organising women was an activity carried out by S.P.A.R.C., C.H.A.L., Stree Ahar, 
Nari Prabodhan Manch and others. This provided incidental avenues for expressing 
pain ? 


Satsang (prayer groups) conducted by spiritual groups also provided mental peace 
for thousands during the post impact phase. This activities still continued in some 
villages without outside help. This strategy during the early post impact phase 
focussed to distract attention of the survivors from intrusive thoughts. 


At Jevli a spirited school teacher Baburao Birajdar preaches religious teaching in 
the form of puranic stories from the Hindu mythology to women in their village. 
‘This help us to cope and get over fear. It helps us to get samadhan said some. 
These methods did not help in expression of instrusive thoughts and an attempt to 
work through the mental state was not made. "we have not found anybody who can 
explain to us how to get rid of old thoughts which constantly disturb us" stated 
Guruji a community leader at Samudral village. 


*  Andhashraddha Nirmulan Samiti an NGO fighting against superstitions have been 
conducting street plays and other activities in this region. Two psychiatrists Dr. 
Prasanna Dabholkar and Dr. Pradeep Patkar have been helping people understand 
the scientific basis of ‘possession syndromes’. 


* The Lok Jagar Yatra (People awakening programme) using local Povadas, Ovis (Folk 
songs) have helped survivors to lessen their apprehensions and fears about retro 
fitting (repair of mildly damaged houses) in mildly affected villages. This method 
used by S.P.A.R.C. has been found to be effective by the state government and the 
World Bank in enhancing the selfesteem of these villagers. 


* Resident medical officers from the Department of Psychiatry - Sion Hospitals and 
B.Y.L. Nair Hospitals were briefly involved in a few villages during the first few 
months following the earthquake. They worked with N.G.O.’s such as V.H.A.I. and 
Swami Vivekananda Hospital. 


To summarise the mental health intervention appeared to have been unplanned, 
uncoordinated, sporadic, lacked uniformity in approach and was most of the times a 
one time activity. No evaluation was conducted to learn the impact on the survivor 


population. 


INNOVATIONS 


experiments could be 
If one examines the processess influencing mental health 7a as on 
termed innovative. These activies though not longitudinally follo P 


were perceived as useful. 


x 


The attempt by Dr. Datar to facilitate grief by using Sead none Barre: i: 
haldikumkum programmes. The women with whom she interract ie mete 
other villages were in a state of shock and were unable to grieve. Stri ng ue 
through symbols which were a part of ethos Dr. Datar could succeed e ice 
these women to express their pain. The women hugged her and wept. This activity 
was conducted during the early post impact phase when women pre pase: 
quiet, indoors and refused to communicate. This method came to her intuitively 
without any inputs from mental health professionals. 


The health centre at Nandurga run by the Catholic Hosptial Association of India 
which stands till to date carrying out outreach activities in many villages stands 
out as unique. Though organised mental health activity aimed at alleviating 
psychological disress was not planned, empowerment of the people had a natural 
component of healing. Programmes such as "From darkness to light’ during the 
aniversaries of the earthquake were perceived as helpful and the people who 
participated felt a sense of belonging with these fellow villagers thereby bringing 
down their apprehension and fears. 


The empowerment activities aimed at the "C” villages (least affected) by S.P_A.R.C. 
to enhance their selfesteem and confidence through Lokjagar yatras using folk 
song and street theatre thereby facilitating retrofitting had an indirect bearing on 
mental health. This has snowballed in to formation of many mahila mandals in — 
these villages thereby providing a foundation for more organised activities related 
to mental health. A massive mahila melava (women's meeting) organised by 
S.P.A.R.C. in April 94 at Salegaon met with an enthusiastic response from the 
women. In the absence of focused mental health activity by others, this meeting 
provided women a space to interact. express, build bridges and feel better. 


The residental schools of Janakalyan Sami 
Students has provided a natural bas 
their stress. 


t and SOS housing many hundred 
e for children to Study, recreate and decrease 


Nariprabodhan Manch and the Andhashraddan N 
where mental health professionals were involved 
programmes related to health. mental health, in 


irmoolan Samiti, and many others 
. have been conducting educative 
an informal manner. 


All these and other inspired activities could have been enrichened by the involvement 
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of mental health professionals which was not to be. Most of the programmes did 
not focus on ventilation of feelings, grief couselling, or working through instrusive 
thoughts. The benefit through the above mentioned activities have not been critically 
evaluated across time. 


OTHER VARIABLES INFLUENCING DISASTER RESPONSE 
- Aid 


Immediately following the disaster large number of N.G.O.’s and inspired people landed 
up at the disaster site with their own agendas. The desire and the compulsion to hand 
over aid to the victims direcly by these groups resulted in initial chaos and 
disproportionate aid reaching different villages. This process continued for a long time 
inspite of attempts of coordination by the government, T.IS.S. and other groups. Media 
played a major role in generating rapid flow of relief. Women generally received loss 
relief as compared to men as they faced certain constraints. Groups that suffered human 
loss regardless of the caste got Jess relief in the first two weeks due to apathy and a ~ 
withdrawn mental state. People living on the road side and villages well connected by 
roads got more relief. This phenomena resulted in a dependency syndrome vitiating the 
psychological state. 


* Housing : 


Relocation and rehabilitation of the survivers to their new houses built by donor 
N.G.O.’s or the government was an extremely complicated process. In this context the 
views expressed by K.S. Sidhu ex Relief commissioner during a workshop organised by 
TISS in 1995 sounds interesting. He said “In an attempt to speeden the pace of the 
rehabilitation prograrmme implemetors either governments or NGO’s tend to impose on 
the affected society, concept’s and solutions which are alien to their inherent value 
systems and styles of living. Examples are replete across the globe of instances where 
entire housing complexes are vacant because the beneficiaries do not want to move in. 
At the time of construction these people were never consulted about the requirements 
and desires. The ultimate beneficiaries become passive spectators as agencies fall over 
one another in extending assistance’. 


He further addes “Right from its inception the underlying philosophy of the Maharashtra 
government's rehabilitation programme has been that the beneficiaries will be active 
players in the programme... from the stage of deciding whether to shift to a new location 
to site selection, village layouts and house designs, beneficiaries have been decision 
makers. The government has played the role of an information disseminator and 
facilatator ..... The rehabilitation programme in the true sense is not the government's 


rather it is the people's’. 


people participation, it actually did not 


Though a sincere attempt was made to ensure 
villages which were built by the people 


happen in most of the villages. Except for a few 


themselves, NGO’s were keenly competing with e 
fluenced the entire process was that the psychological vulnerable 
quated to 


ach other to complete their task early. 


Another factor which in 
state of the people were not taken into account at all. Rehabilitation was e€ 


reconstruction of houses alone. 


Most of the houses built are urban in style with no provision made to store grains or 
burn firewood for cooking. Place for securing animals were also not provided in a large 
number of villages. Many of them already have cracks following the recent tremors. The 
quality of construction in some villages are poor and are already leaking. People have 
been reluctantly living in the villages and most of them sleep in the adjoining tents 
attached to these houses. The village commities formed have not been able to supervise 
these constructions effectively in many cases. This has had a bearing on the psychological 
profile of the people and retarded recovery. 


Grid Planning took a front seat in the design of the villages and cluster planning which 
was recommended by experts such as Laurle Baker, the National Commssion on 
Urbanization and others were ignored by a large number of N.G.O’s and government 
agencies. Many hundred local masons who were trained by the Indian Technical Institute 
See vanished after training. Their skills could not be used in rebuilding 
villages. 


Conflicts between family members, between castes and with the donor agency has delayed 
effective rehabilitation. The construction of the government agencies appear delayed 
and many villages have been not handed over to the people. 5,000 in the A catego 

have not been occupied as water and electricity have not reached their homes fe 
problem of plot allotment to the beneficiaries have not bee solved at Killari and J Awe a 
Pomadevi in.Latur and Naichakur in Osmanabad (M.E.E.R.P. ... C.R. 2594 Jan 5 


1997). Some people have resented th 
€ renaming of a few villages like Janak 
Sahara Nagar, Koila Nagar by the N.G.O’s ; aie 


*Tremors. 


concen ae till to date and this is the most impotant factor obstucting 
"Shoemaker" hit Ju - eas (Collector Latur) recently (7 April 97). When the meteor 
niece conidia Peet an) Sie year 1994 people did not sleep believing that a small 

e earth. During full moon and no moon days the people stayed awake 


in many villages during the first ye: i 
aie year of the disaster throughout the night out of irrational 


* Ideological Onslaughts : 


Today most of the Non govenmental organisations have left the region except a few like 
C.H.A.I., CARITAS, R.S.S., Jankalyan Samiti, Swami Vivekananda Hospital, Akhil 
Bharatiya Vidyarthi Parishad, Nariprabodhan March, S.P.A.R.C. etc. Most of these 
organisations aim at developmental activities which includes health, education and 
helping the vulnerable. They have been contributing also, significantly towards the 
empowerment of women, Developmental activities aimed at income generation, skill 
training and others are expected to contribute towards allround change in families 
communities and villages. 


The Swami Narayan Sanstha (a religious sect) has built a new temple at a great 
cost and added new gods, to the already existing gods and goddesses worshipped at 
Samudral village. This charismatic group has been attempting to provide solace through 
value education and satsangs (prayers). They have introduced new symbols into the 
psyche of the vulnerable. These NGO’s appear to have a long term agenda and it appears 
that they need the survivors as much as the survivors need them. This also has played 
an important part in influencing the psychological state. The benefits are mixed as 
percieved by the people and needs deeper analysis. 


PUBLICATIONS 


Very few publications relevent to mental health problems have been released. 
Video films made by Govt. of Maharashtra, S.P.A.R.C., A.S.A.G(NGO's), Tata institute of. 
Social Sciences (T.I.S.S.), Action Aid and others focus on reconstruction and housing 
Small Booklets, describing activities of individual N.G.O’s are available. PRO-LIFE 
(Counselling centre St. Xaviers College Mumbai), V.H.A.I. (Voluntary Health Association 
of India New Delhi), T.I.S.S., have published booklets, reports describing the psychological 
distress of the survivors during the Ist year of the post impact phase. The Unit for Rural 
studies, T.LS.S., and “Centre for Research in the Epidemiology of Disasters. Brussels are 
on the verge of publishing a book. This contains several articles pertaining to mental 
health. 


M.I.M.H. has published a book titled "Proceedings of Symposium in Health 
consequence of the Marathwada Eartheuake disastor, 1994, V.H.A. I. in its special 
_issue on mental health of the Health for millions (Sept. -Oct. 1994) published two articles 
on ’Disaster and Mental Health". A psychiatrist from Maharashtra Dr. Prasanna 
Dabholkar has recently published a book for the laity in marathi titled "Bhookampacho 
manavaril- Aaghat " (the psychological consequences of earthquake). Many other 
publications exist but relevant literature on mental health and disaster for the survivors, 


policy makers or professionals have not evolved with respect to this disaster. 


LEGAL INTERVENTIONS 


20) 


Legal intervention on behalf of the "Lawers collective Munna ae nee 
Health Association of India sought to obtain for the victims, i for prenaty ll 
care, temporary accomodation, drinking water and sanitation. This led to an oa e 
of the independent commissionor Mr. M.G. Gaikwad of the Aurangabad ee ) a 
Bombay High Court. Many orders were passed by the court in favour of the villagers. oe 
independent petition by the villagers of Betzavalga forced the Gover to 5 
drinking water and temporary sheds and basic amenties. A legal dispute os the San 
Namdeo temple is on at Haregaon between Hindus and Muslims for possession, though 


the site is being used by Hindus. 
EVALUATION OF MENTAL HEALTH ACTIVITY 


Strength and Weakness : For the first time in the history of disasters in India Mental 
Health Professionals reached on the 3rd day of the disaster. Immediate assistance and 
delivery of Mental Health services were carried out by agencies in the hospitals and 
relief camps. 


However lack of transparency between agencies, poor coorodination, inadequate 
institutional experience and hesistancy in committing to a long term endeavour blunted 
the edge of providing psychological assistance effectively. Interventions were adhoc with 
poor documentation and lack of consensus on methodolgy of assessment. In fact a 
senior psychiatrist from the government mental hospital services remarked that the 
problem was solved and no new cases have been reported after July 94. Hence mental 
hospital psychiatrists were withdrawn. 


No consensus was prevalent on the definition of the appropriate required 
psychosocial approaches for the affected, N.G.O’s and many others felt that softer 
psychological intervention were required for the majority., They also realised the need 
to train a large army of mental health workers for this task. M.I.M.H. did not agree with 
this view point and stated in their early published literature that "Number of people 
requiring services is phenomenal and on the other hand, the level of background noise 
in the post disaster environment is so high that the containment of this phase of emotional 
distress demands experise. Availability of a large number of experienced and qualified 
mental health professionals is utopian. However this should not imply the softer options 
of recruitment of large number of grassroots level workers who could be trained and left 
to themselves. 

Major documents written by N.G.O’s grossly ignored the mental health 
component.An important paper published jointly by three N.G.O’s 18 months after the 
disaster stated the major components of the rehabilitation programme are 


1) Housing infrastructure 
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2) Community rehabilitation 
3) Economic rehabilitation 
4) Social rehabilitation 

5) Technical assistance 


Mental health did not figure any where. International donors like the World Bank 
also have not mentioned any information on mental health of the survivors in their 
reports. 


The two Residential psychiatrists appointed at Latur and Osmanabad were Dr. 
B.M. Donglikar and Dr. S. R. Sawant respectively. Both are class II officers and are 
required to do other duties such as conduct autopsises, attend to medical emergencies 
and treat physical illness. They do not have exclusive mental health responsibilities. 
21 class 1 psychiatrist posts in the state of Maharashtra are vacant and have not been 
filled. 


Dr. Donglikar worked with M.I.M.H. team and A.F.A.R.M. and was visiting the 
villages twice a week till recenly. This activity included pharmacotherapy, counselling 
and psycho education talks. On his own initiative he has visited a few N.G.O.’S and 
made an attempt to help them, identify difficult cases and facilitate suitable referral. 
Six posts which were sanctioned at the Latur civil hospital i.e.1 psychiatrist (class 1 
officer), 2 psychiatry staff nurses, 2 Counsellers, 1 psychlatry, social worker remains 
vacant. Earlier appointment were on temporary orders. 


"Mental health is not priority and it is a luxury and the last programme on the list 
of the government" says Dr. Donglikar. He further adds "In the last three years Additional 
director of health has never asked me who is the psychiatrist. There was never a meeting 
or any form of acknowledgement. Health authorities are not interested in my activities". 
The then additional director for mental health Dr. N.S. Wanare never made an attempt 
to meet these two psychiatrists on his visit to Latur. 


Dr. S. R. Sawant the psychiatrist at Osmanabad has been visiting the villages 
infrequently with long gaps. 


Four para professionals of the M.I.M.H. are surviving in the field today. They 
have been asked to leave from Ist October 1997. They have been trained at a 5 day 
workshop immediately after the disaster at M.I.M.H. Pune. They made periodical visits 
_ to individual homes and have filled questionaires. In the first two years an informal 
system of debriefing existed with the help of AFARM an N.G.O. 


The mental health workers from M.1.M.H. still feel that they have gathered new 
insights, acquired new skills though they summed up their feelings by stating that 
"writing was more and action was loss in the fields". This was contarary to what the 
M.LM.H. envisaged during the early phase of the disaster. Their publication stated - 
"Despite an authorisation by the higher authorities mental health professionals must 
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prove their credibility and negotiate sanction as caregives at the we 
with fellow professionals (1994)". The mental health worker felt that aa en eee a 
was satisfying and could have been better if they were iy aco ia was 
debriefed regularly. Their personal mental hygiene was an area of c gl glect. a 

Agencies working in mental health failed to effectively Sd with at ae 
provide more funds, personnel for consistent mental health activity. ihe in i 
were demotivated thanks to the governments apathy both towards the one ae i 
personnel. Working in isolation and discussion in private has been the DEER eeP yo 
the few who have been conducting some mental health activity. ProfessiaM ie tee a 
effectively transmit their manifesto to N.G.O’s and other working in housing and ae 
activities. In fact only one psychiatrist from the voluntary sector attended the paeting 
called by the Government during the 1st anniversary on Octomber1, 1994 at Mumbai. 
Not a single mental health professional was invited for the Disaster Management 
Workshop held in June 1995 by the Govt of Maharashtra and even later. 


The Nodal agency M.I.M.H. had outlines the long term mental health activity to 
include "Building up a network at the grassroot level of voluntary mental health workers 
specially identified to undertake psychological services for disaster affected population". 
This has not occured and remains a promise only on paper. They had also mentioned 
that "Training programmes for medical officers, multipurpose workers, refresher courses 
as designed by the institute would be conducted". This also has not resulted into a long 
term need based co-ordinated activity. 


M.I.M.H. had further planned to facilitate out patient and inpatient services at 
the district hospitals. This facility though existing is erratic and inconsistant due to 
lack of personnel. M.1.M.H. has failed in lobbying with the government effectively over 
the last few years. More transperancy in their work and effective co-ordination with 


other M.H.P’s, NGO's and others would have helped in enhancing psychological care to 
the affected. 


The Nodal agency MIMH or others have not published any material on long term 
assossments, needs, vulnerability, morbidity, and role of family systems influencing 
survivors. Absence of a powerful facilitator was greatly responsible for poor liason and 


exchange between professionals. This impeded learning, research, training and treatment 
to a great extent. 


In short mental health as an agenda could not be weaved into the 


developmental process of the survivor community during the process of 
rehabilitation. 


Other Barriers : Absence of a disaster mitigation plan, non involvement of 
professionals in the apex body of disaster management obstructed effective interventions. 
Lack of experience in dealing with govt. officials and N.G.O bodies among mental health 
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professionals was another factor. Inability to draw from past experiences and to provide 
a working model, structure to N.G.O’s, Govt. officers early in the intervention resulted 
in lack of focus. Intense competition, open criticism, attempt to gain a foothold in the 
community and long term objectives to indoctrinate has put mental health as a low 
agenda. 


The state govt. in its first proposal for Maharashtra Earthquake rehabilitation 
programme had outlined mental health needs and proposed activities. Gradually in 
future publications no mention of mental health appears at all and in its recent report 
titled" Maharashtra Emergencies Earthquake Rehabilitation Programme (Credit 2594 - 
IN) Status Report on UNDP Assisted Activities under MERP’ Feb 97, the issue of mental 
health does not figure at all. 


One of the reasons could be that the government feels it has absolved its 
responsibility after appointing M.I.M.H. as an agency and mental health activity is an 
exclusive activity. Another reason could be that the govt. feels the issue is not so important 
to deserve any mention in broad contingency plans. An important conclusion derived 
from these oberservation is that Mental Health professionals have done little to 
position their agenda on a priority it deserves. | : 


ADMINISTRATIVE RESPONSE 


Full credit should be given to the Maharashtra Govt. for appointing a Nodal agency 
for mental health activities immediately after the Marathwada Earthequake. This initiative 
was not capitalised fully by mental health professionals. They failed to garner support 
inside govt. systems and create allies in the administrative machinery for sustaining 
long term psychological relief activities at Latur and Osmanabad. 


The World Bank also in its mamoth involvement with the project failed to grasp 
the important of blending emotional relief programmes as an useful tool for facilatating 
meaningful community participation. There was a wide discrepany in the govt.’s 
involvement in housing, reconstruction of villages and healing of the traumatised minds. 

The attitude towards mental health also depended on the man at the top. Mr. K. 
Sidhu the then Project Coordinator M.E.E.R.P. summed his thought on mental health 
activity by the statement "Time is the best healer" at a workshop on disaster (T.1.S.S. 
- 1995). Mental health professionals failed to convince Mr. Sidhu then that time is 
not the best healer and interventions are a must as in other fields of disaster 
relief. 


MEDIA RESPONSE 


The print and the audio-visual media played a big role in projecting the magnitude 
of the disaster all over the world. The psychological symptoms were also discussed 
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widely during the early post impact phase. Later the press kept up the ee _ 
N.G.0's and the government with respect to housing only. a a Nae ee 
relegated to the background though rare articles appeared . g. - samen: | s 

La as Governement's psychological care schemes fail to re off ( 5 ee 
December 27, 1995). The press has been relatively ignorant of mental 

and did not find it important enough to be pursued vigourously, 


RESEARCH AND DISASTER 


Many reserchers have used the Marashtra earthquake as a laboratory. This was 
not Bee oecinted with action. Agencies such as V.H.A.L., T.1.S.S., Pro-Life and others who 
had a strong infrastructure abandoned the area early and failed to provide long term 
psychological relief to the survivors. M.I.M.H. today has given precedence to research 
rather than action. The attitude of the people towards such activities has been echoed 
by K-P. from Talni. She Said “People come to us with pen and papers. They do not want 
to listen to us." 


CURRENT NEEDS 


The mental health problems in Latur and Osmanabad are far from satisfactory. 
Severe depression with intrusive memories, flashbacks, startle reactions, insomnia, 
loss of meaning in life and other psychological symptom are present in serve intensity 
in the A group villagers. Women and the elderly appear to be more affected. Bigger 
villages appear more sick than the smaller villages. 


Alcoholism appears widely prevalent in both the districts. During the early post 
impact phase the presence of spiritual moments appeared to have a beneficial effect, 
but today this protective insulation has cracked. Alcoholism has intensely affected all 
villages more so in the A and B zones. Satsangs facilatated by the activists of the 


Swami Narayan Sanstha has helped curtail addiction at Samudral to some extent but 
their departure should give us a clearer picture. 


CONCLUSIONS 


The earthquake has challenged existing systems in all areas and specialities in the 
state of Maharashtra and the country as a whole. The entire state and the nation 
responded well during the immediate post phase. Money poured in from all parts of the 
world to N. G. O's and the sovernment. As time elapsed all the weaknesses of our 


people. systems surfaced. Yet there seemed a Sense of reasonable balance in rehabilitation 
work with respect to utilisation of funds. 
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The situation was far from chaotic and now equations between the people, 
government and N.G.O's emerged. A lot of experience has been gathered by all in post 
disaster activities. Disaster management as a philosophy and science is evolving in the 
state. Mental health activity has been better as compared to other disasters in India. Yet 
the opportunity to push this science into existing health and developmental systems 
has not been utilised by mental health professionals. The time is not late and much 
ground lost in the last 3 years can still be covered by 2 co-ordinated transparent effort 
by all concerned. 


RECOMENDATIONS 
* INTERNATIONAL AND NATIONAL DONORS. 


a) An immediate appraisal of the mental health scene should be made and these agencies 
sensitized to mental health needs of the affected population. 


b) An appeal to include mental health relief into rehabilitation philosophies should be 
made to these groups with demonstrative examples of such schemes all over the | 
globe. 

* PRESS AND THE MEDIA 

a) These groups should be informed about the psychological state of the affected and 
the needs of these people presented in the form of booklets, meetings or 
workshops. 

b) As a Jong term plan middle level media planners should be sensitised to mental 
health issues. 

* GOVERNMENT 

a) M_LMLH. should immediately provide a status report of the prevalence of 
psychological morbidity in the two districs, Government should also immediately 
fill all vacancies in the civil hospitals of the mental health personnel. A rapid mental 
health appraisal by M.S.W. of all the 52 villagers should be conducted by the govt 
with the help of a coordinated effort of all agencies. 

‘b) Anexploratory workshop of all mental health professionals along with govt. officicials 
who have been involved during the post earthquake period should be called to 
understand processes, identify needs and draw long term contingency plans. 

©) Training of school teachers, sarpanches, govt. offcers, medical personal at Latur 
and Osmanabad with mental health perspective should be carried out immediately 
and the present scenario presented. 


d) A mental health worker should be appointed at every Primary health care centre 
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e) 


a) 


b) 


a) 


and should coordinate with P.H.C. and the govt. psychiatrist at Latur, Osmanabad. 
This activities should include group counselling, facilitation of festivals and other 
activities enhancing group participation identification of the severly ill and their 
suitable referral. Periodic status reports of the villagers on mental health will help 
develop future plans. He or she should be trained to maintain personal mental 
hygine also. S/he should also be a part of the other developmental processes as an 


observor or a facilitator wherever required. 


The state govt. should seek permission from the World Bank to release a small 
proportion of funds to mental health activities. The govt. should include a mental 
health personnel as a consultant in evolving the Disaster Management Plan along 
with YASHADA (nodal agency for disaster management in Maharashtra). 


Mental health and Disaster should form a separate subject in the curriculum of 
mental health professional courses. Field postings in disasters zones should be 
included in the course of psychiatry psychology and social sciences. 


OTHER N.G.O'S 


Assistance from spiritual agencies reflecting the ethos of Marathwada should be 
taken to faciliate and strengthen mental activities. Care should be taken that alien 
symbols are not indoctrinated on the vulnerable, and the cultural space of the 
Survivors should not be invaded. 


Intuitive experiences of all N.G.O’s in the field of mental health activity should be 
collated and useful experiments replicated in the villages affected by the disaster. 


PUBLICATIONS 
Mental health kits for N.G.O. workers and government officers should be evolved 
to facilitate and support health activities.Small booklets, films on mental hygiene, 


and other information on psychological consequences of disaster, methods of coping 
should be disseminated to the affected and others in the state. 
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Introduction 


Jabalpur and its adjoining districts were devastated by an earthquake measuring 6.1. 
the Richter Scale on the 22nd May 1997. This has caused extensive damage to more th 
2000 villages and urban areas in Jabalpur. 39 people have lost their lives. The governm 


has disbursed 3000 Rs. per family to those affected by the catastrophe. 


A fact finding mission on behalf of the Indian Peoples Tribunal visited Jabalpur a1 


adjoining districts between 13th -16th August. The members of the tribunal were : 


1. Justice (Retd.) B. N. Deshmukh Aurangabad High Court. 


2. Dr. Harish Shetty - A Social Psychiatrist with extensive experience in 


Psychosocial issues following disasters 


3. Krishnadas 


Human right activists with a long experience in 


working with the victims of the Latur earthquake. 
4. Jane Aubrey 
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Methodology 


The procedure adopted was simple. It was ensured that the people examined 
would by and large represent the entire earthquake affected populace. Hence the 
survivors who were interviwed belonged to those villages which were devasted, villages 
mild to moderately affected, families where the quake had caused deaths, urban 
survivors and lastly those traumatised by double disasters (displacement due to the 


Bargi darn and the present earthquake). 


The villages visited were Kosamgad, Khirrani, Narrai, Tevar, Sarrai, Gokulnagar, 
Chatarpur, Rora, Malara. The urban areas visited were Bansal nagar (Type 1 quarters), 


Govind nagar, Ganganagar (Amanpur), Ganganagar (Jhuggi Jhopdi) 


The general information about various issues including health and mental health 
was narrated by survivors in groups. The narrations were recorded in an atmosphere 


where there was no fear or favour. The mission was recorded on a video. 


Psychological assessment was conducted. with the help of an interview guide and 
a questionnaire (Self report questionnaire) SRQ 20. This instrument has been used 
Internationally and in India also by several researchers in different settings. (W.H.O. 
1993) A sample of 130 survivors were interviwed by this instrument by a qualified 
psychiatrist with a special training in research (Dr. Harish Shetty) (Appendix J). 


Disaster and Mental health 
(A Back ground note) 


Psychosocial consequences of disaster has become an International agenda (WHO 
1992). Catastrophies around the globe have merited the attention of mental health 
professionals and seen their involvement in rehabilitation processes. The growing 
number of refugees, increase in different types of disasters and breakdown of traditional 
societies and patterns of rehabilitation make planned interventions an urgent need. In 
India health as an agenda has been more or less ignored and the psychological aspects 
seldom understood though recent initiatives have attempted to address these issues. 


The first disaster to be studied in a descriptive manner was the floods in Andhra 
Pradesh. The first systematic shudy in a prospective manner was by Narayan et al 
following the Bangalore circus fire where 70 children died. The situation was used to 
understand the mental health needs and to develop an intervention programme. The 
Bhopal disaster in the early eighties was the most important disaster to be studied — 
systematically though intervention programmes did not evolve as an outcome. 


The Marathwada Earthquake in 1993 witnessed mental health activity both in 
terms of assessment and intervention. This was facilitated by the Govt. of Maharashtra 
and Non governmental organisations though a comprehensive framework has still not 
been evolved. User friendly activities or programmes with respect to mental health has 
not seen the light of the day in Maharashtra. Mental Health activity remained an exclusive 
agenda and was not weaved into other developmental activities. Rehabilitation was 
equated to reconstruction of houses and not rebuilding of homes or lives at Marathwada. 
An ongoing |.C.M.R research reveals that the mental health morbidity in ‘A’ categogy 
villages is 30% after 3 1/2 years of the disaster. Higher morbidity has been seen 
among women, children and elderly. Alcoholism has been found to be on the rise even 
today. 


The Jabalpur earthquake (May 1997) has affected approximately 2500 villages 
and claimed 39 lives. Lack of media publicity, poor political awareness among the 
surviving population, near absence of people action groups and a callous attitude 
towards health needs have relegated the disaster to a thing of the past. Lessons learnt 
during the Bhopal disaster have not helped germination of newer interventionist 
initiatives in mental health following the present earthquake. 
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General Observations 


The most common symtoms expressed by the people were ghabrahat, insomnia, 
apprehensions of a future earthquake, startle reaction, fear of house collapsing 
during the monsoons. Existential dilemmas were also expressed such as “Jet us 
enjoy today as we do not know what would happen tommorrow." especially in 
places where there has been severe destruction. Extreme sadness, loss of interest 
in work, inability to think clearly are symptoms expressed by women and families 


associated with death and / or destruction. 


Mental health relief either from government agencies or others is an unknown 
phenmomenon. No activity has been carried out with this focus in mind. The 
people also are not aware of the need to be educated or intervened in this respect. 
The families where deaths have taken place are very depressed and no effort to 
soothe their wounds have occured except for providing financial relief. 


Health centres or personel / either govenment or voluntary are varely visible. We 
could interact with a few health workers at Kosamgad and Narrai but the faith of 
the villagers in Primary health centres is very poor. This could be gauged by the 
fact that even in a poor village such as Malara when 16 year old Atendra had to 
be rushed to the hospital following severe vomiting on 26th July the villagers first 
knocked the doors of a private practitioner. Subsequently Atendra died in a civil 
hospital. Activities related to malaria have been carried out by the govt. as reported 
to us by the people. A few medical camps were organised by the Bhookamp 
Navnirman Samuha in the Doob Kshetra villages. Malaria, Anemia, Diarhoea, 


Skin Diseases and Malnutrition were reported to be largely prevalent in the people 
of these villages. 


Large number of people of hand believe that Bargi dam is responsible for the 


earthquake. They offer different explanations related to how Bargi dam could 
have caused it. 
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Social networks appear better in the villages than in urban areas. Social bondings, 
sense of belonging between each other was visible in the villages but lacking in 
Jabalpur city. At Govind nagar each house owner appeared to be on his own and 
not very concerned of his neighbour. They were involved in repairing their own 
houses. The visit of an Ex-Judge also did not evoke any enthusiasm probably 
because they were tired of promises made by different people during the early 
part of the post impact phase. 


In the entire area peoples network, community based organisations in the villages 
or the city were rarely visible. Except for NGO’s associated with the Bargi dam 
issue there was no evidence of any NGO presence in the villages. We saw tents 
built by Jamait - I - Islami at Chatarpur, also heard that several NGO’s provided 
food and building material during the early post impact phase. A couple of NGO’s 
like Asharam Bapu Trust, Rotary Club appear to have built a few houses at Tevar 
and Gokulnagar respepctively. NGO’s appear to have formed a coordination | 
committee i.e. "Bhookamp Navnirman Samuha" and are in touch with the 
government on various issues related to the earthquake. On the whole the people 
appear to have had little benefit or knowledge about the presence of N.G.O’s 


The attitude of the people in many places appear to be of self reliance and an 
attempt to rebuild and repair their houses were visible. Most of them have made 
some retro fitting with their own ancient wisdom to protect themselves from the 
rain. The early phase of the disaster saw them heroically involved in repair and in 
a few cases building temporary shelters. Their hope and expectations from any 
body around them is very less. A large number of them believe that the government 
is poor and is in no position to help them inspite of the fact that a large number of 
them live in subhuman conditions e.g. Chatarpur, Narrai. 


A couple of brick houses in a few villages has altered the conceptual thinking of 
the people. At Tevar and Sarrai people living in mud houses with cracks look up 
with awe at brick houses built by Asharam Bapu trust, and a couple of villagers 
respectively. At Tevar it is not only a cause of envy but also a probable cause for 
future conflicts. Brick is looked upon as a saviour and described by villagers as 
earthquake proof. When asked whether they would want to build a big house or 
a safe house everyone unanimously felt safe houses are the need of the hour. 


xx Most of the people interviewed expressed capability and desire to be a o 
houses especially in the villages, provided the govt. provides material aid, financi 
aid and expertise. Very few of them expressed a desire for oe houses egal the 
question was put to them during our enquiry. This situation might not last if the 
state and other key players involved in the process of rehabilitation do not address 
this issue on a war footting. In the urban areas those affected expressed an eager 
desire to get even with the builders who had duped them by providing ar 
houses, through legal measures. People have been collecting material evidence 
and consulting experts with the view of filing PIL’s at MP high court. The century 
old Govind Bhavan Palace stands intact on the backdrop of a severely damaged 
Govind Nagar Colony which is approximately built a decade back. 


vx In the villages the gram sabha/gram panchayat do not command enough respect 
or trust from the common villager. Instances of corruption have been reported by 
NGO's in the Doob Kshetra Villages wherein the Sarpanches were found to be 
involved. In other villages the gram sabha as a structure echoing the needs of the 
people do not exist. They are only alive as formal paper groups with very little 
dynamism. Alternative structures as a via-media to the people are absent. 


v« The most important form of recreation in the villages is still Ramayanpaath. The 
festivals celebrated recently by the people after the earthquake lacked punch, 
involvement and fervour. Alcoholism has not been reported to have increased 
after the catastrophe. 


ve Schools appear to be in disarray. School buildings in the villages which have been 
damaged are not occupied. Temporary tents have been erected in few villages to 
facilitate schooling. The mood of the school teachers appear to be low and the 
children lack the enthusiasm to attend school. 


ve The gap between the govenment and the people appears to be very big. Though 
the entire situation in the disaster affected areas appear to be quiet there is 
simmering anger building up among the people. This may not be visible today but 
given the culture of the zone it will not be too long when this distress is introjected 
into the psyche resulting into a chronic sense of long term gloom. 
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% The gap between the govenment and the people appears to be very big. 
Though the entire situation in the disaster affected areas appear to be quiet 
there is simmering anger building up among the people. This may not be 
visible today but given the culture of the zone it will not be too long when this 
distress is introjected into the psyche resulting into a chronic sense of long 
term gloom. 


Discussion 


Mental health consequences have been recognised as an integral part of post 
impact processes after catastrophies. Hence rehabilitation would be incomplete if 
healing of the mind is not carried out along with healing of wounded bodies and 
houses. It has been proved that psychological symptoms persists decades after a 
disaster if not intervened in time. This requires very little resources which can be 
mobilised within the affected community. Simple processes can be evolved to alleviate 
fear and sadness which in turn could be assimilated into all round rehabilitation 
activities. 


In India, the story of all disasters have been similar. Majority of the agencies 
involved in post disaster activity like the Governments, International agencies like 
the World Bank, International health N.G.O’s, Indian N.G.O’s and medical 
organisations like the Indian Medical Association, Indian Psychiatric Society and 
others have turned a deaf ear and a blind eye to psychosocial issues associated with 
disasters. The Red Cross both Indian and International with all their funds have not 
invested their energies and expertise to heal mental wounds of those affected by 
disasters in our country. No curriculam has yet been evolved in disaster management 
addressing psychosocial issues. Even in an empowered state like Maharashtra the 
present disaster management team has no mental health professional. 


Our findings in Madhya Pradesh following the earthquake point to an urgent need 
for intervention which can be cost effective and easily implementable. The experience 
of the Bhopal Gas Tragedy is not very old and if demonstrable excersises could be 
carried out with a focus on mental health it would help aid in enriching the process 
of rehabilitation and thus enhance institutional learning and build fresh institutional 
memory. Women in the earthquake area appear to be in severe distress and the 
families where death has taken place are yet to reconcile with their losses. In the 
later case, the bereavement has been isolated with very little support. The mental 
health infrastructuture in Madhya Pradesh also is very poor and this can be an 
excellent opportunity to improve it. 
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The need of the hour is to carry out interventions which are culturally sensitive, 


without any strings attached but should be an integral part of all developmental 
activities unlike what happen in Marathwada. 


A rapid early sensitization of elected representatives and top government 


officials towards mental health issues would benefit all attempts to evolve future 


plan of action. 


Action Plans 


Immediate 


Kg 
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Immediate counselling facilities should be provided to the families where death and 
destruction has taken place. This would necessarily mean involvement of atleast six 
trained family counsellors for a period of atleast 1 year. 


Immediate awareness workshops for Govt. servants of all cadres and NGO activists 
involved in the process of rehabilitation on health and mental health. 


A media blitzkrieg should be launched through TV, Radio and Newspapers about 
psychosocial consequences following a disaster and simple mechanisms of coping should 
be discussed. 


All other workshops in housing skills organised by government of Madhya Pradesh 
should have a mental health component. 


A list of resource people who would be easily available to facilitate training in mental 
health should be made. 


Medical personnel of the primary health centres and the paramedical personnel should 
be tranined in simple counselling skills and detection of severely ill victims. Empowered 
people from different villages could also form a part of the treatment process. 


Simple publications, Nukkad Nataks, Slogans should be produced on the same lines 
which exists for physical illneses. 


All health agendas be it programmes, policies or others should incorporate mental health 
issues as a priority. 


Long Term Plans 


ue 


Curriculam in disaster management should be introduced in different government and 
non government administrative courses with a mental health component. 
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Appraisal of mental health needs of the state’s should be made and efforts to upgrade it 
should be a top priority. 


All groups involved in health related activity should be forced to make compulsory the 
mental health agenda as an integral part. 


International and Indian NGO’s should be told very firmly by the government and other 


sensitive agencies to invest in psychosocial activities as an integral part of all developmental 
activities. 


A disaster management policies and plan should have both a mental health component 
and personnel in the think tank. 


Conclusion : 


Psychological wounds are generally invisible and hence is accorded a low priority 
by all. 


Following catastrophies mental health consequences have been found to be 
present and intervention of the same has been believed to promote better 


rehabilitation. 


In India the need is to recognise this issue as important and the rights of the 


disaster affected needs to be legitamised. 


Charity as a concept with many, needs to be converted into a philosophy of 


duty towards the survivors of disasters. 


"Time is the best healer" a myth believed by many with respect to mental 


health needs to be shattered. 
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Psychosocial issues are generally trivialised by all and commonsensical 
explanations are expressed by many similar to the views expressed about the — 
sport of cricket by every Indian. These explanations and beliefs are held strongly 
by all which in turn has vitiated the mental health activity in our country. 


The need today is to explore our own minds, shatter our own myths and turn 
the process of rehabilitation to the correct path their by making it meaningful — 
and wholesome. A small begininig can be made in the state of Madhya Pradesh. 
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INTRODUCTION 


' The emotional aspects of trauma have been recognised since the 
inception of war. they are well detailed in the epic of Giglamesh, Homer's 
lliad, Cicero's letters to his friends, Shakespeare's writings and Samuel 
Pepy’s reference in his diary following the great London fire in 1966. This 
disorder has been labelled with various names such as soldier's heart, 
Combat Neurosis, Battle fatigue, Dacosta’s syndrome, Effort syndrome, 
Railwayspine and Compensation Neurosis. 


_ International classification of disease (ICD-10) places this disorder 
under theheading ‘reaction to severe stress and adjustment disorders (F 
43) (Acute stress reaction (F 43.0) and Post-traumatic stress disorder (F 
43.1)). In DSM-I this disorder was placed under gross stress reaction 
and DSM-II altogether deleted this category. The term post traumatic 
stress disorder (PSTD) was used for the first time in DSM-III which gave 
explicit criteria for its diagnosis. 


EPIDEMEOLOGY 


A metaanalysis of 52 studies done by Rubonis et al. showed that 
rate of psychopathology was 17% higher in groups that experienced a 
dissaster than in same groups before the disaster or in control groups. 
Higher impairment rates were found for groups that had experienced 
naturally caused disasters. Studies from developing countries have 
reported psychiatric morbidity ranging from 33% to 75% following a 
cyclone, earthquake or volcanic eruption as reported by Sharan et al 
(1966). A bomb blast due to gruesome terrorist activity in a roadways 
bus near Mahuwa on Jaipur-Agra National Highway No.11 killed 14 
persons and injured 37 on 22nd May 1996. This brought a spate of 
casualties to accident-emergency services of SMS Medical & Hospital 
Jaipur. This group particularly interested the authors due to severity of 
disaster and the multiplicity and nature of psychiatric complaints as 
evident during the preliminary evaluation. The exclusivity of the sample 
prompted the authors to plan this short study. 
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AIM OF STUDY 


To find out the psychiatric morbidity, the symptomology of 
disorders caused and their relationship to socio-demographic variables. 


MATERIAL & METHODS 


In order to fulfill the above aim 35 bomb blast victims, who 
reported to the accidental’ emergency services of SMS Hospital, Jaipur, 
were examined. Out of these, only 31 entered the study. One patient 
refused, one died, one was discharged and one was in ICU. Out of the 
sample of 31, 25 victims were hospitalized for various injuries and 6 
were treated on OPD basis for minor complaints. 


EXCLUSION CRITERIA 


Patients with history of head injury, fever, loss of consciousness, 
convulsions and other history suggestive of organicity were excluded 
from study. Informed verbal consent was taken from all the subjects. On 
the third day following the blast a socio-emographic data sheet enquiring 
about patient's name, age, sex, religion, marital status, domicile, average 
family income, type of family, birth order, substance-abuse, illness 
characteristics, nature of the stressor as viewed bv patient and 
informant, past and family history of mental illness and premorbid 
personality was filled up for each victim. Detailed mental state 
examination of each patient was carried out and GoldBerg’s general 
health questionnaire - 60 item Hindi version (GHQ-60) was administered 
in all the subjects. Subjects with the score of 18 and above on GHQ were 
administered the Indian psychiatric interview schedule (IPIS) and their 
symptoms were studied. A follow up at 2 weeks in positive cases (GHQ 
Score of 18 and above) was done using the IPIS. The diagnosis were 
made by three senior consultants psychiatrists of Psychiatric Centre, 


Jaipur according to ICD-10. Findings at 3 days and at 2 weeks are 
compared. 


OBSERVATIONS & DISCUSSION 


Sociodemographic Variables : 58.06% were below 30 years of age, 
19.35% between 31-40 years and 9.68% between 41-50 vears and 9.68°% 
above 50 vears. Out of the total sample, 24 (77.41%) su bjects were males 
and rest were females. Of the 11 who received any psychiatric diagnosis 
at 2 weeks, only 2 were female and rest 9 (29.03%) were males. In one 
earlier study, 16 (15.61%) subjects were from rural background and 15 
(48.39% were from urban background. There was no significant 
difference between the two. 45.16% subjects had family income more 
than rupees 1000 per month but there was no correlation between lower 
socioeconomic group and level of psychopathology. 63.51°% of subjects 
had a nuclear family and (11%) had a joint family. 7 (22.58%) of patients 
who received a psychiatric diagnosis had nuclear family and rest had 
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Table No.1 


A. DIAGNOSTIC BREAK UP AT BRD DAY (ICD-10) 


ICD-10 Diagnosis 


Acute Stress Reaction F43.0 


Depression (Mild, Moderate, . 
Severe) 


F32.0, 1,2 Dissociative 
Amnesia F44.0 


ICD-10 Diagnosis 
PTSD F43,7% 
Depression F32.0, 1,2* 


Dissociative Amnesia F44.0 


* 2 Pt with PTSD had comorbid depression. 


(3) 


joint families. Social support provided by joint family acts as reser 
against a severe stressor. 22.58% subjects belonged to service cla Hee 
(32.25%) subjects belonged to labour and mechanical class. House Ww 
constituted 16.12% and students 19.35% of the total. 2 Sue were 
below age 3. 80.64% (25) subjects were Hindus and 19.35% were 
Muslims. The preponderance of the Hindus in the group Is a chance 
occurrence. 23 (74.19%) subjects were married. In subjects were 
married. In subjects with psychiatric morbidity only 2 patients (with 
diagnosis of dissociative amnesia) were unmarried and rest were 
married. 


GHQ SCORES 


11 (35.48%) subjects scored over 17 (the cutoffscore in this study) 
on the GHQ 60 scale. and rest 20 (64.52%) of subjects had scores 
between 0-17. 2 persons had scores between 12-17 (the probable 
psychiatric cases) but revealed no psychiatric abnormality on detailed 
mental state examination. But since we wanted to find the two incidence 
of PTSD, depression etc. we ruled out the subsyndromal cases by opting 
for the higher cutoffscore. Though, this exercise reduced the sample size 
Studied. The subjects with scores over 17 on GHQ-60 were administered 
Ingian Psychiatric Interview Schedule (IPIS) at 3 days and at 2 weeks 
following the blast and the degree and nature of psychopathology was 
Studied. 


DIAGNOSTIC BREAK UP - (See Table 1, Page 3 } 


Of the 31 subjects Studied, 11 (35.45%) had psychiatric morbidity 
on the 3rd day following the blast. Out of these 6 (19.35%) had acute 
stress reaction (F 32.0, 1,2) and 2 persons (6.45°%0) had dissociative 
amnesia (F 44.0) diagnosed according toICD-10._ . 


At 2 weeks a total of 9 (29.03%) subjects had psychiatric 
morbidity. Out of these 4 (12.90%) had PTSD iF 43.1), 3 (9.68%) had 
depression and 2 subjects (6.45%) had dissociate amnesia. 


The total psychiatric morbidity i.e. 29.03% at 2 weeks reported in 
our study is less than as reported in other studies viz. 59% (Sharan et 
al), 75% (Patrick V and Patrick W.K.), 55% (Lima BR et al 1987) and 40% 
(Lima’B.R. et al 1989). This difference could be due to the smaller 
Sample size studied and higher cut off scores used in our study. 


In our Sample two subjects had dissociative amensia,which is 
different from as reported in other studies. Two (6.45%) subjects with 


PTSD also met criteria for depressive episode to merit 2 comorbid 
diagnoses. 


(4) 


SYMPTOMS ON IPIS 


Physical Symptoms - Most commonly reported physical complaints 
on 3rd_ day were pain (N=11, (100%)}), numbness (N = 10 (90.9%)), 
Palpitation (N = 10 (90.9%)j, burning sensation (N = 9 (81.8%)), 
weakness (N = 8 (72.72%)), and dizziness (N = 5 (45.45%)). In study by 
Sharan et al, autonomic symptoms were present in 61% subjects and 
aches and pains in 39% subjects. 


At 2 weeks, 3 (27.27%) Subjects still reported of pains and aches, 
o (45.45%) had burning and numbness and other odd sensation in their 
limbs and other body parts. Only 3 (27 .27%) subjects reported 
palpitation. ) ; 


3 (27.27%) subjects had hearing problems due to loud noise of the 
blast on the 3rd day and 1 patient had ear discharge. At 2 weeks hearing 
of 2 persons had improved. : 


SLEEP AND APPETITE DISTURBANCE 


In our sample, nearly 82% subjects had sleep disturbances at 3 
days and 63% at 2 weeks as compared to 75% subjects at 1 month in 
the study by Sharan et al. Delayed sleep was present in 3 (27.27%), early 
awakening in 45.45%, generalized sleeploss in 2 (18.18%) and over- 
sleeping in 1 ( 19.09%) of the subjects on the 3rd day following blast. 


Nightmares were present in (81.8%) of subjects. Their contents 
were colourful and frightening images of the events which occurred at 
the time of accident. At the end of 2 weeks the nightmares persisted in 7 
(63.63%) of subjects. 3 (27.27%) subjects reported delay in sleep onset 
while only 3 (27.27%) had early awakening and 2 persons had 
generalized sleeploss. 6 (54.54%) subjects on 3rd day and 5 (45.45%) at 
2 weeks had loss of appetite. 


ANXIETY AND WORRY SYMPTOMS 


At 3 days, nearly 50% of subjects reported features of anxiety, 
which is slightly less than.that (61%) as reported in study by Sharan et 
al. 2 (18.18%) subjects had situational anxiety, 1 (9.09%) had free 
floating anxiety and three (27.27%) had panic symptoms but did not 
meet the criteria for panic disorder. Fugitive impulse was present in 2 
(18.18%) subjects, muscular tension in 5 (45.45%) subjects and 
restlessness in 4 (36.36%). Nearly 50-60°% subjects had worries about 
their spouses, work, children, money and other trivia. At 2 weeks 3 
(27.27%) had muscular; tension and 2 (18.18%) reported rstlessnes and 
3 (45.45%) subjects remained worried. 


(5) 


SYMPTOMS OF DEPRESSION 


* 
At 3 days sadness (depression) was reported by 10 ak 
subjects, Dulness or loss of feelings (90.9%), os of Rae we 
feeling of inferiority (45.45%), forgetfulness (94.54% 0), pee pie a ‘ 
concentration (54.54%), mental irritability (45.45 o}, guilt feeling 
(45.45%), self blame (36.36%), suicidal ideas {18.18%} and oS ee 
(9.09%) were the other commonly reported symptoms. The guilt fe ings 
were related to the accident. The subjects thought that they were being 
punished for the crimes committed in their past lives.ors guilt was also 
present. The patients had difficulty in recalling certain aspects of trauma 
during the interview and many patiented that they had intrusive and 
recurrent memories of the incident which were painful. Patients with 25- 
40% burns felt that they were better off dead, rather than suffer so much 
pain, At 2 weeks sadness was present in 5 (45.45°%o}, dulness or wen 
feeling in (54.54°o) loss of interest in 63.63%, forgetfulness in $5.45 0, 
poor attention and concentration in 27 .27°%, mental irritability in 9.09%, 
self blame and guilt in 18.18% and suicidal ideas in 9.09% subject. At 3 
days depresonalisation and derealisation were present in 6 (54.54%) 
Subjects. All of these met the criteria for acute stress reaction, After 2 
weeks. 4 of the 6 Subjects. developed fulblown PTSD. Self injury was 
present in 1] (S5.48°o} subjects, 4 (12.989) of whom had a psychiatric 
diagnosis. Hospitalisation - 25 (80.64%) of subjects were hospitalized. 
Out of which 7 (22.58%) were given a psychiatric diagnosis. Injury to 
relative - 3 subjects in our Study had one injured relative. One of these 
Subjects meta diagnosis of severe depression. She was a voung female. 
Association between death of Ist degree relative and major depression 
has been established in other studies. Burns were most common type of 
Physical injurv reported by 11] (35.48%) of subjects. The burns ranged 
frem_ 10-40%. There was no correlation between severity of burns and 
development of PTSD at 2 weeks. 3 (9.680) of subiects had difficulty in 
hearing due to damage to the ears. due to loudness of the blast. 1 
(3.22%) subjects had ear discharge. 6 (19.35°.) had lacerated andincised 
wounds received due to glass and metal pieces at the time of the blast. 


LIMITATIONS 


8 A proper follow up tried at 3 months, but could not be made, as 
most of the initial] respondents were untraceable. 


2.. The small Sample size yielded results which did not lend 
themselves easily to statistical analysis. So. merely percentages 
are given. : . 
The instruments used in this study ice. GHQ andIPIS do not 
assess the severity of the stressor and subjective response of the 
victim to the stressor (the criterion-A of DSM-IV for diagnosis of 
PTSD). Also the Nature of dissociative phenomena (derealisation 
and depersonalisation) IS not assessed. These are necessary 
symptoms fordiagnosis of acute stress reaction in DSM. IV. . 


oe) 
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4. These instruments also do not asscss the personality traits which 
predispose the subject to PTSD or the substance abuse which is a 
very Common comorbid condition. | 


CONCLUSIONS 


The findings of the Study highlight the need to develop proper 
instruments, which assess the severity of the stress or and subjective 
response of the subject to it and dissociative phenomena such as 
derealisation and depersonalisation. The instrument used in this study 
(PIS & GHQ) fail in this regard. Impact of event scale (IES) (after 
Horowitz - 1979) is one such instrument. These instruments should also 
include personality measures and questions regarding substance abuse 
which are most common comorbid condition found along with PTSD. 


Subscales based on MMPI, Millon’s clinical multiaxial inventory, 
Penn Inventory etc. have been designed for this purpose. Structured 
interviews like CAPS, SCID also appear in the ‘kit of Tools’ proposed by 
Allen (1994) to assess symptoms of PTSD. 


A high percentage of dissociative complaints on IPIS by the 
subjects in this study are a pointer that peritraumatic hypnotic 
(dissociative) pheneomena should be studied indetail as they may 
indicate later development of PTSD (Koopman et al, 1994). 


The findings of the present studv can not be generalised due to the 


small sample size. Larger samples are needed in future studies for the 
proper study of phenomenology of PTSD. 
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DISASTER INTERVENTION MATERIAL - 


INFORMATION TO BR GIVEN TO THE POPULATION AFFECTED By THE 
DISASTER (EARTHQUAKE) 


Dear Friend, 


You and your family have been through a disastrous 


experience i.e., earthquake recently. The experience of the 
disaster must be still fresh in your and other affected people's 
minds. Though help has been extended to aS many people ag 
possible from various quarters the painful experience of the 
disaster and its consequences must be very personal to you. You 
must be seeing people reacting in various ways to this unexpected 
event. Often you may find it difficult to talk about it to 


others as they also have been affected equally and are not in a 
position to offer solace. In this hour of distress, we the 
mental health professionals from the National Institute of Mental 
Health and Neurosciences recognize the feelings and emotions the 
experience must have strived up and continue to do so in you and 
others. We feel it igs necessary for you also to recognize these 
feelings and cope with them well. To achieve this, we are provid- 
ing you with the following information; 


This information is compiled from the experiences of 
people who have undergone various types of disasters in the past. 
We hope that this information would reassure you that like the 
experience (event) the feelings (emotions) also have a common 
ground. It would also provide you with certain ideas about what 
difficulties you could face in future it Syeer cerforts’ te 
recognize you and family‘s lives . We will also suggest a few 
ways to cope and reestablish yourself. 


At the time of disaster: 
1. Shock: 


The earthquake struck at the most unexpected time (night) . 
Naturally you would have been shocked. Often you might not have 
felt it was real but a bad-dream (disbelief). 


2. Panic: Often people panic at the time of a disaster. eg., Lt 
1000 people are trapped in a small space, in panic all of them 
may try to get out at the same time causing a Stampede. Panic at 
the time of undergoing a very severe stress is common and normal. 
For eg., in ‘Gita" Arjun talks of feeling panic at the time of 
facing the battlefield. - "Seepthanada Mana Kathyami". Panic may 
occur later also whenever involved in relief work involving 
mutilated bodies or identifying dead relatives. ! 


3. Despair: Even now, though the major disaster is over, often 


you would feel helpless and abandoned and may look forward for 
rescue. You may feel like going away to a place of safety. 


However safety of your children, old parents and women would 


became more important than your personal safety. People oh 
disasters help each other and try and stay together to give a 
take help. It is a strength. 


4. Elation: Often you may feel very happy that you have Sen vee 
This may be puzzling and frightening to you - when you ave 
‘lost’ a near and dear person and must be feeling depressed, how 
is it that you are feeling happy and relieved. It is a normal 
feeling. Do not feel guilty about it. 


5° Relivingtetne “experiencers Flashbacks: Hereafter, you may 
remember and reexperience the disaster - earthquake repeatedly - 


including the shaking, rumble and cracking of the earth, 


shrieking of people. Even small sounds may trigger these 
experience. This may happen more at nights as the earthquake 
happened in night. 

6. Vigilance: You may find yourself too alert - responding to 
each and every sound, light in the surrounding, looking for signs 
of further disasters. This may prevent you from sleeping. 


Sometimes you may become irritable and angry. It is a protective 
behaviour, if it is decreasing slowly we do not feel worried. 


7. Different ways of reacting: You may find others being ‘numb 
and empty’. They may fail to feel anything even the loss of near 


and dear. It may be surprising and worrying to you. 


8. A few others may withdraw into a shell totally. They may not 
eat or sleep for many days in succession. 


9. Very few can have a total breakdown - excited, confused, 
wandering, saying same things again and again. 


The above said start decreasing in most of the people when 
they initiate some actions to reorganize and reestablish 
themselves. After a few weeks / months though the memories of 
the disaster will be there, they do not stop you from getting on 
with your life. In some however 


1. There may be repeated recall and flashbacks of the disaster, 
decreased sleep, irritability, appetite, decreased concentration, 
intense will may continue or increase over time. This may 
interfere with their daily functioning, prevent them from 


recognizing their lives. These people need help from mental 
health professionals. 


zs Children and old people are Special group of people who need 
Special attention. Let us first talk about children. 


Children: 


Children are developmentally very immature. Hence, they 
Cannot usually understand the consequences of a disaster. 


However due to their physical and mental vulnerability and 
dependence what happens at that moment of disaster like darkness, 
commotion, loss of Shelter, separation from soothing persons like 


ao’ father, sibs, hunger, thirst affect them much more than 
aqauits. 


They usually react by 


£. Crying 
2. Clinging to adults especially known people 


Other ways in which a very young child react later are: 


1. Excessive clinging and crying/......... - Due to the fear that 
whatever security they have might get lost. 


2. Becoming listless and apathetic if the child does not get 
warmth and security. 


3. Sleep and feeding problems. 


Older children - School going children 


1. Inability to get a sense of control over the what has happened. 
May have nightmares, bed-wetting, thumb sucking. 


2. Refuse to go to school in fear they might lose the remaining 
family members also. 


3. Decline in scholastic performance due to preoccupation with 
the disaster scenes. 


4. Physical symptoms like abdominal pain, headache, movements of 
the body which is one other way of communicating distress. 


5. Feel responsible for the death of the near and dear and became 
depressed, withdrawn, with decreased sleep and appetite. 


6. Angry over what has happened and retaliate by difficult 
behaviour, stealing, lying, 


How to help: 


Often children do not control what they can do, should do, 
so it is necessary for the parents understand the about said 
Changes and enable certain steps to help the child get over the 
stress. 


1) Keeping the children with train people - mother, sibs, 

2) Touching them , hugging them as often as possible. 

3) Reassuring them verbally. aan | : 

4) Security giving acts like- if possible giving a favourite toy, 
or cloth, light on during sleeping etc. <a 

5) Allowing the children to talk about the incident and 
listening without advising. 


6) Approving play -activities which is related to the incident.7) 


or telling;avetee nd... (eee attempt of control of 
Bia caren 9) RGseSBTE SHI ng YOU Leese © gore which are security 
giving.9) Attention and approval of coping behaviour eg., prais- 
mmc. going back to school 10) Liaison with the teacher in 
recovery of the child. 
Old People: 
Old people like children are not in control of situations. 
This also makes them very vulnerable to the trauma. They take 


a longer time and more effort to cope with that. 


Old age when faced with the death of many young people can 
become very much depressed. They may become 


1) Withdrawn, crying and groaning repeatedly, for many months. 

2) Sleepless refusal of food. 

3) Become ill due to physical causes as the resistance declines 
due to psychological reasons. 

4) Agitated and suicidal. 

5) Disturbances in cognitive functions - May behave as if they 
have lost their mental faculties. 


How to help: 


1) Keep them with the near and dear as much as possible. 

2) Touching them and allowing them to wail and cry. 

3) Reestablishing daily routine at the earliest. 

4) Prayers in small and big groups -Focussing on ‘Karma’ and. the 
relevant issues. 

5) Conveying to them positive news without fail and repeatedly. 

6) Giving them responsibility which they can Carry... Out... wa cbRout 
much difficulty eg., care of children for short periods , 
distribution of food for a small number of people.This gives 
them some control over the occurrences. 

7) Immediate medical attention if necessary. 


Some of the difficulties you / others may face in future: 
I. If you have lost a near and dear one like spouse, child, 
parent or sib you may feel - 


Why me and my family, when there are others? 

Guilty that you have survived 

Guilty that you did not try enough to save the dead relative 
You may not be able to Even mourn for the dead as you have 


to protect and provide for the living. This increases guilt 
and anguish. 
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II. If you have not lost any family members but only property, 
there may be a sense of relict. slat geaae However, as days go by 


gis difficulties in reestablishing yourself would be there due 


(1) Loss of house, land, cattle, personal belongings. 
2) Lack of facilities, at the temporary residence. 


(3) Having to depend on friends and relatives who are not 
affected by the disaster, governmental and non-governmental 
organization. 

(4) The help and aid from the above said quarters may start 
drying out. 


(5) Help from government in getting you permanent house, land, 
job may be slow. 


The above can make you feel angry or depressed. This may add to 
the troubles you already have. 


Hence we Suggest that:- 


Personal level: 


1. Seek and get information about the disaster and its recurrence 
and not believe in rumours which go around during such times. 


feof yer family members are not seriously hurt try and be with 
them together. Sending women and children to far off places 


for the sake of safety may be anxiety producing. _ Even aS one 
temporary dwellings be with known community people i.e. same 
villagers. 


3. If some family member has to be shifted to a far off hospital 
for treatment, keep him / her informed about your safety. Get 
information about his/her condition as often as possible. 


4. Get back to a daily routine as early as possible. This will 
MaAkG YOU feet chat ...... in control of the situation. 


5. Though all of you have had the same experience do talk or even 
write about the disaster, you experiences and feelings to your 
family members eg., spouse, friends, acquaintances. It will 
help you to give way to your emotions. 


s . e ‘ Lily 
>... Touching isana comforting. yous family members especia 
children and old people is beneficial to you and others. 


7. If you have lost family members, to the extent porsspie oh ee 
do the last rites. It is necessary to say Bye to 
departed in your own way. 


8. Prayers like ‘rituals, mourning’ are very helpful; so join 


Or initiate such rituals. 


p d 
Sit you are unhurt take art in rescue , relief an 


rehabilitation operations. Work is a good tonic for healing. 


Community level: 


1. Give information to others about disaster, help ra 
either through talking (loud speakers) or p 
placards. 


2. Organize group for ‘rescue operations, disbursement of Soca 
water nd medicines. Identify a leader for each group. ie 
group should have a specific work. The whole village yea 
be involved to plan rescue, relief & rehabilitation opera : 


Later: 


1. Seek information about aids extended and organize groups to 
represent your village So eges / @hae 

2. Be prepared for delays an fee cCuLtcLes 

BD arden ‘self help pa to (1) procure aid, (2) to discuss 
emotions associated with the disaster. Self help group should 
have people with similar needs. eg., people who have oe 
family members could join together to grieve and later wor 
through it. 4. Encourage and listen to other people talking 
about the disaster. 


Some of the personnel who will be involved in giving help / aid 


in a disaster (at the time of disaster). 1. Local administrative 
officers - Tahsildar, panchayat people, coil lector; BDO 


NO 


Local health authorities: Doctors, nurses, health workers, 
anganwadi workers, mental health professionals 


3. Fire brigade 

4...  Ariy 

S Voluntary organizations 
6 Media 

Later 


1. Local Administrative authorities 

2. Block Development authorities 

3. Agricultural officers 3 

4. V6Uerinary — Animal husbandary officials 
5. PWD 

6 


Local health authorities. 


SUGGESTIONS WHEN THIS DOCUMENT Ig BEING USED 
SEEMING LO BRING USED 


1. Translation to local language. 


2. Stories and couplets in local language to talk of coping 
behaviour. 


3. SKiCS iy focal language about the disaster to give information 
and also to encourage coping. 


DISASTER INTERVENTION MATERIAL - II. 


INFORMATION FOR COMMUNITY LEVEL HELPERS. 
St EVEL HELPERS 


SCHEME 


Who is a community level helper (CLH)? 
What is a disaster? 
Key concepts relating to disaster. 
Psychological reactions to disaster. 
What can ‘C.L.H do? 
Stress and its management by the CLH. 

Other activities of the CLH. 


WHO IS A CLH? 


Any community which faces a grave. difficulty. — 1aeeees 
disaster responds in its own way to the situation. One such 
response is the reaction of a group of people who start helping, 
in some way or other, to alleviate the situation. Such Group. sof 
‘helpers’ are the ‘community level helpers(CLH)’. They are 
generally from the same local area and take up the task of help- 
ing aS a priority. This group includes the following categories 
of people - lay volunteers, basic health workers, anganwadi- 
workers, gramsevakas, NSS volunteers, civil defence personnel, 
and other groups. 


This group forms a vital link between the affected popula- 
tion and help arriving from outside. They are likely to know the 
community and area well and often have close ties with several 
people in the locality. 


WHAT IS A DISASTER?: 


A disaster may simply be defined as a great misfortune 
causing widespread damage and suffering. The nature of misfor- 
tune may be ecological, material, economic, loss of human 
life/injury, psychological or social. In most disasters, a 


varying combination of all these are found. In other words, 
disasters are those fast events which cause extensive injury/loss 
to human lives, physical and organisational structure - houses 


are destroyed, people die in large numbers, those who survive 
suffer various types and degrees of physical injury, survivors 
get relocated, and have psychological trauma. 

KEY CONCEPT RELATING TO DISASTER: 

Classification: 

Natural disasters: Earthquake, flood, cyclone, hurricane, land- 


slide, volcanic eruption, drought. 


Man-made disasters: Toxic gas damage, dam collapse, aby bs 
accident. (bus, train, air plane), nuclear accident, war, . 


Major Features: 


(a) Scope of impact: Geographic extent, number of people affect- 
ed, extent of physical and ecological damage. 


(b) Speed of onset: Very sudden (earth quake), gradual or 
Srronic:. 


(c) Duration of impact: Whether damage occurred at ae am 
point of time, or over a period of time, for e.g., recurren 
an earthquake. 


(d) Social preparedness: Whether this was fully anticipated, or 
feared to occur or totally unexpected. 


Phases of disaster: 


What happens to the community when a disaster strikes? In 
general 4 phases can be identified in this process: 


ist phase: This lasts first few hours and is characterised by 
daze, panic and running away; generally a period of restlessness 
and aimless activity which is a response to the shock of the 
disaster. 


2nd _ phase: This is a phase in which actions to remedy the situa- 
tion begins. It has also been called as a honey-moon phase. it 
begins hours after the event and may last several weeks. During 
this phase, there is an urge to act, seek contact with others, 
Spontaneously participate in rescue and relief operations. There 
is generally a solidarity, Spontaneity and a tendency for sinking 
differences and ignoring usual social barriers. There may be 
outpouring of emotions also. Thig phase is the most valuable one 
to build on coping resources. 


3rd__ phase: This is called the fall-back phase, during which 
people become less active, Suspicions about preferential treat- 
ment and nepotism may crop up; people may become fatigued, sad 
and passive. The barriers which had disappeared may become 
Visible again, giving rise to quarrels, conflicts, competitive- 
ness and even hostility. This phase begins after weeks of disas- 
ter and may persist for months. — 


4th phase: This phase of reconstruction which mainly involves 


rebuilding and reestablishment of normal life routine may take 
years together. 


PSYCHOSOCIAL REACTIONS TO DISASTERS: 
—— et DISASTERS 


it. 16 ) Omly jamsthe recent years that the importance of 
Emotional and psychological reactions to disasters have been 
BeCOGNni sed ‘TE meenow co] aay that (i) these reactions may take 
different forms at different points of time after the disaster, 
(ii) that these are common, (iii) that some of these may continue 


for long periods of time Causing a lot of suffering, and (iv) 
that there are methods to lessen the bsychological suffering of 


affected people. The types of Psychological reactions to disas- 
ter are as follows: 


(i) Immediate reactions (within hours) : 


- Tension, anxiety, panic 

~ Stunning, daze, disengagement 

- Relief, elation, euphoria among survivors 

- Flight from the situation ; 

~- Restlessness, confusion, sleeplessness, repeated 
experiences of "flash-backs" of events, . nightmares 
(arousal symptoms) . 

- Disorientation, wandering, loss of identity 

- Extreme forms of reaction With agitation, aimless 
wandering, talking, crying and withdrawal. 

- Survivor guilt 


These reactions can be considered as normal reactions to a 
traumatic experience and are generally temporary or short-lived. 
However, some of these reactions may persist, Causing a lot of 
suffering and may need professional help. 


(1i) Immediate post-disaster reactions: 


This period extends from few weeks to few months. 
Reactions mentioned earlier tend to come down with time, but may 
give way to other Symptoms, or they may persist. The new 
reactions which may appear include apathy, lack of response, 
inhibition of outward activity and physical symptoms of anxiety. 
Early symptoms of grief, and post-traumatic stress disorder may 
appear during this period. 


(iii) Delayed reactions: These may appear afresh after few 
months or may be intensification of reactions seen earlier. 


Grief: This is the response of the survivors to loss - loss of 
close relatives, home, treasured possessions, property and SO on. 
People experiencing grief develop sadness, distress, depression, 
yearning for what has been lost, anger, and guilt. They may also 
have sleeplessness, loss of appetite, severe irritability, and 
Suicidal ideas. Anything which reminds them of the loss may make 
them acutely upset and disturbed. 


Post-traumatic stress disorder: 
ee ee ee SLLSSS Aisoraer 


This is a delayed response of an individual to an exposure 


to a severely traumatic event. It occurs in the form rae ea) 
reliving of the trauma in the form of intrusive en Sages 
dreams, (ii) avoidance of all activities and situations re 


numbness, emotional blunting, 


cent of the traumatic event, (iii) iow. 


and detachment from other people and (iv) eet en Hits od 
inability to relax, being always tense, jumping at s pelt ee 
noises, fearfulness, palpitations etc. Other symptoms’ suc 


inability to enjoy anything, panic reactions, acute outbursts of 


violence may also be present. 


(iii) Other delayed reactions include loss of productivity, 
family problems, excessive dependency on outside help, abuse of 
alcohol and other substances, personality changes, increased 
vulnerability to stress, increased neurotic disorders such as 
somatisation and so on. 


The following factors may increase the chances of develop- 
ing serious psychological reactions. 


- ‘High dose of exposure’ to the disaster scene 

- Loss of close kith and kin and valuable property 

- Lack of adequate community social and mental health care 
facilities 

- Poor pre-disaster mental adjustment 

- Separation / displacement from locality 

- Separation from family / primary support group 

- Physical injury leading to disabilities 

- Lack of mental health care facilities. 


WHAT CAN A CLH DO? 


General points: 


= Psychological problems following disaster tend to be ne- 
glected. This happens because they are relatively invisible when 
compared to damage to life and property. But it is important to 
Déeetmes mind. that psychological problems occur very commonly, 
cause a lot of suffering, and therefore require intervention. 


Cie It 1s sometimes difficult to draw a line between rescue / 
relief work and psychological intervention. But an awareness of 
psychological consequences leads to a frame of mind of being 
sensitive to mental health concerns. Appropriate actions can 
arise from such a sensitivity. 


; Like any problem, early detection of psychological problems 
and their alleviation Can prevent them from growing bigger at a 
later time. This is the preventive aspect of mental health care. 


tes In general, people do not readily / directly talk about 
their psychological problems. Even when they visit health cen- 
tres, they May more readily report physical problems. Or else, 
psychological problems may be reported in a disguised manner as 
vague aches, pains, headaches, tiredness etc. (somatisation). 


However, people do talk about them when they are given an oppor- 


tunity to do so. 


stees id +6 ieee remembering that when the local community 
oneate respon sp appropriately and effectively to the disaster 
festa Own, the state of mind of the population as a whole is 

e Ly better. So, an important task of CLH’s is to encour- 
age, initiate, sustain and guide such local community action. 


- There are Many avenues available in Indian culture for 
Sroup activities which alleviate mental suffering, such as’. Bha- 
Jans, Keerthans, group singing, group rituals and ceremonies, 
group celebration of religious activities, street Plays and go 
On. CLH’s can take the initiative for organising such community 
based activities wherever appropriate. 


“ At the early stages following disaster, most survivors are 
psychologically open and willing to talk about their experiences, 
but this may change later into a defensive, ‘non-cooperative’ 
attitude if time passes without attempts at making contact. 
Therefore it is of utmost importance that Survivors are encour- 
aged to seek help and to talk about their psychological problems 
as early as possible. Ag already mentioned this intervention 
will prevent the persistence of problems and development of 
further complications. 


. One way of doing community level psychological intervention 
is daily rounds by a group of volunteers of the affected families 
and monitoring and noting down the information. Such rounds can 
be utilised for health education, discussion of health problems, | 
motivating people, holding group meetings, and organising educa- 
tional activities. 


. Rumours may become rampant following disasters and they 
often exert negative effect on mental health of affected popula- 
tion. The daily rounds described earlier can be utilised for 
rumour control and clarification. Also information meetings can 
be organised to communicate available, authentic information. 


= It is often advantageous to speak to the families 
(including children) as a whole about their mental health prob- 
lems in their own homes (temporary or permanent). Accepting the 
offerings (like drinking water, juice, coffee/tea etc.) made by 
the family will help to build up the rapport. 


4 It is natural to have many misgivings about the encounters 
with survivors - will they be cooperative, will they reject me, 
will they not get angry with me for making them talk about pain- 
ful things, am I not doing something wrong by focussing their 
mind on something which is best forgotten, how am I different 
from crowds who visit places of disaster TfaLe eo | OL Whee 
curiosity etc. Also,: fear of facing affected people, ofet > ee f 
helplessness in the face of magnitude of the problem may also be 
there. However, it is to be remembered that one’s own genuine 
concern and care about human suffering and the need to do rt 
might to alleviate this suffering should be the overriding a 
tors. 


.- Some workers may fear that one might lose control and rhea! Se 
crying while speaking to affected people. There is no Ps eC 
have this fear and there is nothing wrong in crying in fr 

these people. 


STRESS AND ITS MANAGEMENT BY THE CLH: 


The process of helping the survivors to overcome their 
psychological problems is called counselling. Following are 
important methods / techniques. 


- Emotional first aid 

- Anticipatory guidance 
~-Ventr lation / Catharaaw 
- Regriefing. 


Emotional first aid: 


As already mentioned, some survivors show extreme forms of 
reaction in the hours and days following disaster (such as 
disorientation, panic, restlessness, aimless wandering etc.). 
Such people will need to be taken care of immediately, because of 
severity of their problem and because they may lose protective 
instincts and run into more problems and dangerous situations. 
Technique of (how to) emotional first aid includes (1) identify- 
ing such reactions, (ii) establishing contact, (iii) taking care 
of immediate physical needs, (iv) start communicating with them 
to instill the sense of reality, (v) use of drugs like sedatives 
and tranquilisers, (vi) keeping under Supervised care till the 
reaction passes off. 


Anticipatory guidance: 


This means giving information about the natural post - 
traumatic stress reactions that may be expected. It can be done 
through information meetings. This activity should focus not 
only on information about reactions but also what can survivors 
themselves and their close network can do to help. Such guidance 
acts by helping the victims to accept the reactions as ‘normal’ 
and thus reducing feelings of uncertainty and helplessness. 
Nightmares, which are frequent occurrences, often subside by 
Providing physical contact or by waking the person, reassuring 
and letting go to Sleep after sometime. 


Ventilation / Catharsis: 
tion / Catharsis 


' This is a very important technique in the weeks followin 
meres ageane basically means making people to focus thusr 
ae igcue aie tees experiences, allowing and Encouraging them to 
Ba efcaeee peu and express the associated feelings. The CLH has 
ate oath EN aa é€ such re-living’ and active “re-experiencing’ of 
Tatar eiaea events by (i) listening attentively without too many 
sare acter Be asking questions and Clarifications to bring 
erg so the experiences, (iii) attempting to understand 

are the pain and distress Beit .by~ athe survivors, (iv) 


communicating to them that you a 
re wi 
Stand what they went cHeadees enobhem Uses waiidde "ponder 


M 
ost survivors, during Carly post-disaster periods have a 


need to actively re-live what happened to them, and welcome any 
Opportunity to do so. In fact, they may want to do it again and 


again. Such a ventilation / catharsis leads to (i) relief of 
tension, anxiety and distress, (ii) freeing of the mind of the 
experiences (iii) an adaptive appraisal of the event and a re- 


gaining of the sense of mastery, self esteem, and self efficacy 
(iv) prevents long term negative effects on mental health and (v) 
helps them to come to grips with the current situation. 


Re-griefing: 


This is a technique similar to:ventilation / catharsis, but 
modified to help bereaved survivors (1.e., those who have lost 
their close kith and kin). Again the person is made to talk and 
‘re-live’ his disaster experiences, but also about his relatives 
who have died. This will hasten the process of mourning and its 
resolution. It is important to enquire about ‘survivor guilt’ in 
this context and reassure the sufferers that this isa natural 
human reaction. It may also be necessary to focus on pre-disaster 
relationship net-works with the dead person and the _ personal 
meaning of the loss. This process of grieving is made easier 
with availability and positive identification of the body, an 
Opportunity for viewing the dead, and holding of funerals and 
mourning rituals. An opportunity to meet other survivors who 
know something more than family about the dead person, and other 
people like nurses, doctors, or persons who extricated the body 
is also useful. Other useful procedures, especially done in a 
group are viewing the site of death and holding a public memorial 
service. 


Other Activities of the CLH: 


The C.L.H. by virtue of being an active link between the 
affected population and other care givers (e.g. the rescuers, 
providers of food, clothings and other amenities, doctors, the 
law etc.) is usually required to do a lot of additional work of 
care giving in a disaster situation. Some of these activities 
may include dissemination of correct and unbiased information to 
various groups of affected people, mobilization of material and 
non-material support among various casegivers, continuation of 
contact with the affected people, help in the processes of relo- 
cation, rehabilitation and to an extent, compensation. 


DISASTER INTERVENTION MATERIAL - IilI 


INFORMATION FOR TEACHERS 
’ ond 
HELPING CHILDREN COPE WITH STRESSES OF DISASTERS 


Children are born and brought up i i1i 
p in families. The 

tree and learn good ways of life through family od ag 
ager. friends, echool teachers and classmates. Children 
alg escents attach importance to their dear and near ones. In 

ar interaction with the parents, siblings, relatives, teachers 
and friends, they get immense satisfaction; at times they happen 
to get into adjustmental difficulties resulting in a wide variety 
of stresses and strains. Even in ordinary times, the children 
manifest several problems in their behaviour, learning and inter- 
personal relationships. Whether one is from rural area or urban 
area, different situations act as threatening factors to the 
growing children. We also need to understand the fact that what 
is ‘threatening’ to one child may not be so to another child. 
Children vary in their reactions to day to day events of life. 
. Many factors contribute towards such varied reactions; some are 
innate abilities or disabilities, parental support or its depri- 
vation, cooperation from thers and sisters, or severe feelings 
or conflicts and competition among them, presence or absence of 
relatives who understand the children’s problems; friends’ compa- 
ny, and the teachers who are not only good in teaching the 
subjects but also kind in helping and guiding them in their day 
to day activities. 


Teachers play a vital role in shaping the children’s 
attitudes, values and social skills. They can be the real source 
of help to the children who are in distress. Such supportive 
services prevent many serious problems among children; strengthen 
the self confidence among the children; more than anything else, 
_ the student-teacher relationship becomes stronger and meaningful 

ultimately resulting in effective teaching and enjoyable 
learning. ; 


Many attempts are made to assess the magnitude of 
psychological problems among school children. Generally, it is 
found that 5% to 15% of the children are affected with 
psychosocial problems; teachers, if trained or oriented towards 
such problems, could be helpful to identify these problems and 
solve them to a great extent. If the problems are severe and 
persistent, the teachers could refer them to the nearby child 
guidance clinics, or mental health centres or mental health 


professionals. 


Certain special situations like natural disasters - 
earthquakes, floods, and cyclones, impose a severe strain on 
everyone in the community; children are a particularly vulnerable 
group and require special attention and programmes. Children and 
adolescents may be affected with any one of the following: 


eath of father or mother or both 

. ee of father or mother ©@r @ienn Tor severe 
injuries/illnesses. | 

c) loss of siblings or severe injuries / handicap 

d) witnessing the death of near and dear ones” 

e) friends succumbing to severe injuries and illnesses 

£) disruption of harmonious routine life, loss of property etc. 

g) struggle for food, shelter and other basic amenities 

h) perception of bleak future 


When the whole community, the governmental and voluntary 
agencies are actively involved with provision of food, shelter, 
emergency ™==Care -etc. ; -#0@isesie natural that the’ needs of the 
children especially psychological and social needs are either 
ignored or misunderstood. This in turn, increases the responsi- 
bility of teachers and other school personnel to help these 
children and adolescents to help themselves. 


The resourcefulness of the teachers in disastrous 
Situations , could be enriched if they understand the following 
aspects: a 
(i) Phases of disasters 
(11) Psychological reactions of children to disasters 
(111) Helping techniques 
(iv) Referral to mental health services 
(v) Collaboration with mental health professionals. 


Phases of Disasters: 


From a mental health view point, work with victims of 
disasters’ has suggested a classification related to emotional 
reactions 


I. Heroic phase: 


This: phase appears at the time of thei disaster © and is 
characterized by people working together to save each other and 


their Property. Excitement is intense and people are concerned 
with survival. 


ines Honeymoon phase: 


: hie a5 > a relatively short (2 weeks to 2 months) post- 
disaster period in which the victims feel buoyed and Supported by 
the promises of governmental and nongovernmental help and see an 
Opportunity to reconstitute quickly, optimism continues high, 
losses are counted, and plans to reestablish are made. 


III. Disillusionment phase: 


| Lasting anywhere from several months to a year or more, 
this phase contains unexpected delays and failures which 
emphasize the frustration from bureaucratic confusion. Victims 


turn to rebuilding their own lives and Solving their own 
individual problems. 


IV. Reconstruction Phase: 


This phase, may last for several years. It is characterized 
by a coordinated individual and community effort to rebuild and 
reestablish normal functioning. 


The stages outlined above are helpful in understanding the 
Pressures affecting children; as adults go through these _ stages, 
their abilities to handle the disruptions and frustrations have 
both direct and indirect effects on the children. These. effects 
contribute to the emotional reactions of the Children, who may 
already be emotional about the disruption and / or loss of secure 
environment, stable relationships and predictable interactions. 
Hence, children’s psychological reactions need to be understood 
in the context of family’s reactions and the ampact 108 fine 
disaster on the family’s life. 


PSYCHOLOGICAL REACTIONS OF CHILDREN TO DISASTERS 


Emotional distress in children are indicated by the Changes | 
in their behaviour or Regression. 


Change: The children change their behaviour, reacting and doing 
things which are neither typical nor in their usual style. For 
example, they may change from active and friendly children to 


apathetic or aloof ones, or from being independent to being 
clinging and dependent. 


Regression: Behaviours which were seen in earlier phases of 
development, such as thumb sucking or soiling may reappear. 


It is important to remember that it is normal for children 
to show stress reactions or exhibit problem behaviours after 
scary and painful experiences. Most of the disaster experiences 
introduce changes into the daily lives of children, leaving them 
frightened, insecure and angry. These feelings are exacerbated 
if children do not understand the changes and if they receive no 
help from their parents or teachers on how to cope with their 
new circumstances. Children’s stress reactions are considered 
severe when they become very intense, last for a long time, and 
alter the way family, teachers, peers or others respond to the 
Chita . In these instances, children require more specialised 
help than what parents or teachers can offer. 


COMMON PROBLEMS OF CHILDREN AND ADOLESCENTS : 


1. Clinging behaviour: 


After a stressful experience, very young children become 
very fearful of actual things in their environment and bp 
imagined things. Those who lost a parent may develop a je ee 
fear that the other parent or close family members may be killed. 


Such children do not like their mothers i fathers leave i ee 
for little time. They may not play with other children an ne 


constant presence of their parent(s). These children may Caen 
anxious: Ser Bpearhut ; Abandonment is a major fear in 
Shi laren. | 


2; Bed-web tangs 


Subsequent to the disastrous situation, the child may start 
wetting the bed. Many children start wetting themselves because 
of psychological reactions such as being Scaneuae anxious, or 
feeling insecure. This might be due to the child’s witnessing 
of scary events like collapse of the houses and relatives dying 
helplessly, being away from homes, separation from loved ones, 
and worry about the safety. 


3. Problems related to bed time: 


These may be refusal to go to bed, nightmares and night 
terrors. Children often have nightmares and wakeup crying. Most 
nightmares are symbolically related.to events or things that 
frighten the child. 7 


Likewise, the child with night terrors May kee talk or 
scream, but remains only partially awake. 


These children seem sleepy in the classrooms. 


4. School related problems: 


This may include school fecusal, Jlossis,of Gmeerect...in 
Studies, lack of concentration in studies, drop-in school 
performance, withdrawal from friends etc. These problems might 
be due to different reasons like change of schools, or stressful 
memories, and other preoccupations with problems in family. 


5. Anxiety, and Depressive problems: 


Children become fearful of new Situations develop nervous 
habits such as Stuttering, nail-biting etc. They may also 
complain of physical aches and pains, | 


Children also manifest sadness, isolation and withdrawn 


behaviour. This might be because of children moving to a new 
place leaving behind family and close friends, witnessing 
terrifying events, serious injury to self, death of parent or 


dear ones, and disruption of family life. 


6. Conduct Problems: 


Behaviour problems . delinquency, stealing and 
aggressiveness - have been reported in some communities following 
a disaster. Children are often disruptive and aggressive as a 
reaction to feeling scared or frustrated. A major problem for 
the adolescents is the boredom and isolation from peers which 


comes from disruption of their usual activities in school and 


the playground. a 


HELPING TECHNIQUE 


The teachers need to be aware of the basic principles of 
helping process. 


- Depending on the nature of disaster, the local Situation, the 
needs of the community, the helping process requires creative 
application to meet the current needs. 


- Reactions of children to disasters have both short-term and 
long-term effects. They may be short or long term in respect 
to duration, in terms of immediate or delayed appearance after 
the disaster or both. 


- The children and their families are primarily normal people, 


because of the severe stress, their functioning may be 
disrupted temporarily. Informed intervention can speed 
recovery, however, and in many instances prevent serious 


problems later. 


- In handling the problems of the children, family members need 
to be involved. 


The helping techniques could be broadly divided into 2. 


(a) At group level 
(b) At individual level. 


meet Oup lévels 


1. Encouraging the preschool children to play with toys which 


resemble the disaster situations they are exposed eye For 
example, small groups of children are helped to play with puppets 
and dolls - replicating the incidents they observed during 
earthquake, collapse of houses, injured persons, admission to 


hospitals etc. This will help the children to ventilate “their 
feelings about what has occurred. 


2. Preschool children are encouraged to play group games that 
involve physical touching among children with a structure. Such 
games help children gain a sense of security. 


3. Have the children do painting with topics such as ‘what hap- 
pened in your house?’ Afterwards they could discuss 1n group. 


4. In small groups, have each child take a turn at answering the 


guestion, "If you were an animal, what would you be and what 
would you do in earthquake situation?" This can be ae 
threatening way for the children to express their tears. e 


teacher might end each turn by having them tell how Sve would 
make themselves safe as a child rather than as an animal. 


5S. Have the children create short stories about their experience 
in the disaster. 


6. Encourage class activities in which children can open oF 
build projects thus giving them a sense of mastery and ability 
organize what seem like chaotic and confusing events. 


7. Encourage ‘disaster’ games in which children set rules oe 
develop outcomes which can allow them to develop feelings o 
Mastery over €vVvenite., 


8. Conduct a class discussion on how the students might help the 
Gommunity.. rehabilitation effort... 1G 16 important to help See 
develop concrete and realistic ways to be of assistance. 1s 
helps them to overcome the feelings of helplessness and frustra- 
Bion . 


9. Ask the students to collect newspaper items, articles on 
disaster from magazines and discuss the issues in comparison to 
their own experience. 


10. Have a guest speaker from the mental health professions 
involved in disaster work with victims. Let the students inter- 
act with him / her revealing their fears and anxieties freely and 
frankly. 


Ji. Encourage the students’ helping each other in understanding 
and solving the problems. 


12. Arrange discussion on the services provided in the community 
by different agencies. 


AL Individual level: 


1. Involve the parents as far ag possible. 
2. Discuss the possible reasons for sleep related problems with 
the parents. 
3. Establish rapport with the student and maintain close contact 
with him/her. 
- Placing the student in the front row in the class room 
and away from distractions. 
- Spending 10-15 minutes with the student helpimag nam in 
his Class assignment or listening to his fears and 
anxieties. 


Appreciate or recognise any progress in his behaviour. 
- Encourage/comfort him or her 


4. Make the student understand that he’ is ° not alone in 


experiencing the problems. Others in the class room too had 
Similar experience. 


>. Motivate him to concentrate in his studies, divert his 
attention in cocurricular activities etc 


REFERRAL TO MENTAL HEALTH SERVICES 


_ Usually the psychological reactions can be dealt with by 
individual and group support extended by the teachers and feel- 
ings of understanding and acceptance by the family members. 
However, some children may be in need of more than these serv- 
ices. Such children require additional psychiatric or psycholog- 
ical help. Hence, it is extremely important for a teacher to be 
able to identify such behaviours, indicating a degree of severity 
that must be handled by specialists. 


The teachergneed to look for the following behaviours in 
children for referral to nearby mental health services: - child 
feeling sad all the time and crying a lot. 


- Child not eating and is losing weight 

- Is tired all the time and wants to stay in bed 
- Is unable to sleep at night 

- Expresses suicidal ideas or wishes 

- Nightmares every day 

- Decreased interest in enjoyable activities 

= Extreme nervousness. 


If all these behaviours persist for more than one month, the 
teachers should seek help from specialists. 


COLLABORATION WITH MENTAL HEALTH PROFESSIONALS 


Teachers need to be aware of the mental health services 
available in’ their taluk or district. Usually these services are 
provided by psychiatrists, psychologists, psychiatric social 
workers and psychiatric nurses. They work in District Hospital 
Psychiatric Units, Child Guidance Clinicsécand Institutes of 
Mental Health. Some mental health professionals serve as private 
practitioners. 


In some places, the doctors and health workers are trained 
to offer mental health services in Primary Health Centres and 
General Hospitals. 


Once the children are seen by these mental health profes- 
sionals, they need to go for follow up services ieieraee S 
Teachers can play an important role in securing the spine 
mental health services for the severely disturbed ehiidren an 
adolescents. 


In addition, the teachers could invite the Jo cuainem apy 
professionals for some special lecture programmes gere eac 
and parents. 


Such efforts would go a long way in Sie oa eam 
collaboration with mental health professionals to help e 
dren cope with the stresses of disasters. 
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DISASTER INTERVENTION MATERIAL - IV 


MEDICAL OFFICERS - RECOGNITION AND MANAGEMENT OF MENTAL HEALTH 
PROBLEMS RELATED TO DISASTERS 


A disaster is a severe disruption of ecological and 
psychosocial factors, which greatly exceeds the coping capacity 
of the affected individuals as well as community. It leads to 
different types of losses - loss of kith and kins either by death 
or separation, loss of materials and.money, loss of ability to 
function. because of injuriés, loss of job, loss “of social 
structure.,e¢fe....It is but natural, for the~ individuals to* show 
severe emotional reactions to a disaster. If these emotional 
reactions are ignored considering them as ‘natural’, 
‘inevitable’, they may end up as ‘Mental Health problems’. These 
problems increase the suffering of the individuals and are proved 
to cause morbidity (both physical and mental) and mortality. A 
recent review of 52 studies (Rubonis & Bickman 1991) show that 7 
to 40% of the subjects showed mental symptoms, alcohol abuse and 
depression. The rate of coronary heart disease increased in a 
study of earthquake survivors (Katsayanni et al, 1986). Thus the - 
medical officers who are in charge of providing health care to 
the victims of any disaster should have the required knowledge 
and skills for identification and management of mental health 
problems. 


It... ie, observed that in’ normal population, at “any*’ given 
point of time, about 20% of people suffer from different types of 
mental disorders like Depressive disorder, Anxiety related 
disorders, Somatoform disorders and Psychotic disorders. Many 
studies have revealed that 30 to 50% of patients who seek health 
care in primary health care setups actually have mental health 
problems. Data from WHO Collaborative study on Psychological 
Problems in general care reveal the following psychological 
disorders: 


Depressive disorders 1.4 % 
Anxiety Disorders. eG ik), 
Alcohol use disorders Ce ie, 3 
Somatoform Disorders 

+ Neurasthenia joie 
Any psychological disorder eo 


You are already aware of how these patients present to you with 
symptoms like vague and multiple aches and pains, single but long 


lasting pain like headache, backache, weakness, easy 
fatiguability, disturbances of sleep, appetite and sexual 
functions, decreased concentration and memory, feelings of fear, 


boredom and sadness etc. On examination, you may not find any 
physical illness of defect to account for these symptoms. By re- 
assurances, kind words and placebo you might have managed them 
with full or partial success. There is a growing need for mental 
health care skills which should be given to you as well as all 


the health care personnel working in primary health care set up. 


Mental Health Problems related to disasters: 


3 Acute Stress Reaction: This is a transient disorder of 
significant severity in response to a disaster which pepe 
subsides within hours or days. The individual’s vulnerability an 

coping capacity play a role in the occurrence and severity of the 
stress reaction. The symptoms show a great variation, they 
include an initial stage of ‘daze’ with some constriction of the 
field of consciousness and narrowing of attention, inability to 
comprehend the instructions and understand the reality, may even 
go into a ‘stupor’ or may show agitation and overactivity. He 
may have signs of panic - extreme fear with tachycardia, 
Sweating, hurried respiration. The paralysing anxiety, Flight, 
group panic can be troublesome and may interfere with relief 
services. 


Some victims show reactions like elation, feel relieved and 
have positive feelings for having survived which are short lived. 
Panic attacks are reported to be rare in natural disaster but 
very common in manmade disasters. 


pre Post-Traumatic Stress Disorder (PTSD) : This arises as a 
delayed and/or protracted response to a disaster predisposing 
factors like inadequate personality with maladjusted behaviours 
Or previous history of neurosis may reduce the threshold for the 
development of PTSD or may increase its severity. The - ‘typical 
symptoms include episodes of repeated reliving of the experiences 
of the disaster (FLASHBACKS) or dreams, a sense of numbness’ and 
emotional blunting, detachment from others, not responding to the 
Surroundings, inability to feel and react to pleasant situations 
and avoiding stimuli which remind the disaster. There may be 
autonomic hyper arousal with high vigilance, startle reaction and 
insomnia. Anxiety and depression are commonly associated. Abuse 
of alcohol or drugs may be seen. Rarely there may be dramatic, 


acute bursts of fear, panic or aggression triggered by some 
stimuli. 


36 Grief Reaction: The individual may have grief for the loss 
of loved ones (death) or home, treasured possessions, 
livelihood. The severity of the grief is severe for women if 
they lose their spouces; for parents if they lose their son or 
only child. The symptoms of grief include Sadness, distress, 
SngeteeetOnging for the oss.” ‘Tha person feels miserable and 
helpless. In some cases, the person may have the vision of ‘the 
dead person, may hear the voice (Hallucinations) . Sleep 
appitite are disturbed. The person may feel like talking about 
the dead person all the time. Usually the grief reaction 
diminishes in about 3 to 4 weeks. There are several factors 
which prolong the grief reaction. Eg., the person unable to’ gee 
the dead body before its disposal, and take parc in’ -the “lage 
pease the person having severe guilt for not looking after the 
ot ete when he Was alive etc. Lack of Social support and sense 
elongingness increase the severity of grief. When the grief 


reaction continue beyond 6 months, the person may develop the 
same symptoms with which the diceased suffered. Eg. chest pain 
if the diceased had died due to severe injury to the chest. 


4. Adjustment Disorders: When the survivors of disaster have to 
stay in a new set up for their rehabilitation as they may not be 
able to get back to their places of origin, when they have to 
live along with ‘unknown’ or ‘strange’ people, when they have to 
take up different occupations for their livelihood, they may 
develop ‘Adjustment disorders’. The symptoms vary and include 
depressed mood, anxiety, worry, a feeling of inability to cope 
and progress, some degree of disability etc. Some may show 
conduct and antisocial behaviour. Some may start abusing alcohol 
and / or drugs. Sexual promiscuity and crimes are exhibited. 
The onset usually within one month of the disaster or new 
settlement and may not last longer than 6 months. 


5. Acute Psychosis: Rarely, an individual may develop psychotic 
symptoms like hallucinations, delusions, totally unrealistic, 
bizarre talk and behaviour, severe psycho-motor restlessness and 
people may say that he has gone mad. Such cases of acute 
psychosis recover in 4-6 weeks. 


6. Exacerbation of symptoms in old cases: The individuals who 
suffer from psychoses like schizophrenia, affective disorder, 
alcohol abuse or dependence may have exacerbation of the symptoms 
Or relapse if they are in a recovery phase. There may be a_ set 
back in their occupational, family and social life. 


SnbUn > 


Mental Morbidity;experience of Bhopal Gas Disaster 


House to nurse survery conductor 8 months after the disaster 
revealed 133 cases per 1000 population as against 25 per 1000 
in non- affected population.Neuroses decounted for 95% of the 
morbidity.The diagnostic breakup at find follow up 1s as 


follows. 
Number % 
1) Anxietystate 69 26 
2) Neurotic Depression 92 35 
3) Hysteria 7 Seats. 
4) Affective Disorder 4 fee 
5) Schizophrenia 5 15.9 
6) Recovered 81 31 
Reference 


" Mental health consequences of the Bhopal gas disaster" 
~ Dr.Ashok Bhiman,J.N.Hospital, Bhopal. 
(unpublished) . 
TABLE 2 


MENTAL HEALTH PROBLEMS IN EARTHQUAKE VICTIMS 


Common prominent symptoms (Sample size = 61) 


Sadness 43 i 
Decreased sleep 4 > 
Anxiety 62 % 
Autonomic symptoms 62 ig 
Decreased appetite 52. % 
Decreased socializing 51 % 
Preoccupation with death & destruction oe Ma 
Aches and Pains 39° % 


Psychiatric Diagnosis: 


Post-Traumatic Stress Disorder (PTSD) 28 % 
Major Depression A i 16 % 
Adjustment disorder with anxious mood a. % 
Adjustment disorder with mixed emotional features 5 * 
Panic disorder Sy 4 
Bereavement 16 % 
Reference: ‘Mental Health in earthquake victims: Assessment and 
intervention’ - Dr. Pratap Sharan, Dr. Geeta Choudhury, Ms. 


Surabhy Kavallekar, and Dr. Shekar Saxena, AIIMS, New Delhi 
(unpublished) . 
MANAGEMENT OF MENTAL HEALTH PROBLEMS : 


When you see a_ victim of disaster, you are used to assess 


the physical trauma like looking for external wounds, internal 
injuries, fractures or sprains and assess their severity to plan 
the management. Similarly you have to look for psychological 


trauma, look for emotional reactions, assess the coping skills 
and capacity of the individual and plan for psychosocial 
management. Do not brush aside the emotional reactions telling 
that they are but natural. Recognise and make note of them. 


Management of mental health problems. start by giving 
general psychological support and counselling. This consists of: 


1. Exploration of victims ex erience and feelings: It is found 
that the survivors of any disaster have a compelling need to talk 
about what happened and what reactions it has evoked. Thus 
‘empathetic listening’ to ‘what the victim Says is required. 
Encourage him with a general question - "can you tell me all 
about the event? What happened? How did you feel at that 
tame?". Listen to him and make him Co. feel ehat-—you are 
listening. Some people may stay frozen, burst into tears and may 
not be Sree tO talk’. say, ‘Yes. I can understand your 
difficulty. It is difficult to talk, “is lf fob. ere your own 
time and tell me later, if the person expresses guilt, shame, 
sgh SO please accept them. Avoid passing any value judgement 
like ‘Oh, it is not correct, how can you Say so, it is bad’ etc. 


Allow him to express his emoti 
ons freely. Do not st im 3 
Starts crying or show anger. Bethe Va 


2. Acknowledgement of fear, distress and suffering: 


When the victim talks about his fear, distress, even when 
you think that he is exaggerating his experiences, please 
acknowledge them by saying "I understand how you have felt at 
that time, it must have been terrifying to you. It might be 
Still hurting’. This is a message to the affected person that 


his suffering, his painful experiences are recognized and 
understood. 


3. Assessment of stress and coping: 


Exploration of the reactions of the person both physical 
and psychological, what exactly he did at the time of the 
disaster will provide you the severity of the trauma as perceived 
by him as well as his coping capabilities. Whether he became 
paralysed and stayed there doing nothing till he was rescued, or 
whether he ran for safety, helped others to do so, or whether he 
looked to find out what happened to his family members, what 
explanations he gives for the tragic event become important for 
you to assess him. People who show maladaptive behaviours like 
persisting ‘panic’ ‘flight’ total helplessness and clinging to 
the rescuers have poor coping skills and need lot of 
encouragement, guidance to adapt to the new life. 


Re-inforcement of adaptive coping: 


Encourage the person to take part in both self help and 
care-giving activities. Let him take independent decisions and 
avoid ‘dependent’ behaviour. Let him get involved in how to help 
others and stop expecting ‘help’ from others. 


Another important process in increasing the copi ag, Sits 
is the removal of the gains one may get by taking up victim's 
role. Tell him again and again that he is capable of planning 
his future and get over the losses. 


5. Facilitating the work through trauma and grief: 


In disaster like earthquake, there 1s epee ee 
destruction and loss. The victims show severe ae aa 
of it repeating again. They may have nightmares ane ees 
memories of the shocking experiences. Recognise a 


dead 
anxieties and helplessness. Ask about the persons a ep 
and encourage him to talk about the aes Bae voueeetA ld? 
relationship with the diceased. "Can you te an? > Ree ery 
How old was be? Was he very much attached a y soe ae cd ny 
naughty?" Such questions help the process o Nie fs Cee eel aay 
to terms with the loss. Tell him, “I agree he 9, ie a Tetely 
that. Lt is “vermyedi Ter curt to accept the death o _° eee 
Crt id But one has to bear with it. There are eeaieecs 
who have lost their ee peste EN eo! aie eataee 9a 
ou may help them’. Later when he 1s , 
ae a5 ian to do some good things in the name ss eee St hice 
times, you may make use of Hindu philosophy, ol ae ae ne 
explain to people how death is inevitable and 1t >a 
considered as the end of every thing. 


eee Yromot 10n or family adaptation: 


Wherever possible, the family members should be eerie 
together and their separation have to be avoided. When y ama’ 
has to be separated, facilitate good communication to help =i 
to know what is happening. Family members are encouraged to p oe 
joint activities and support each other. Call them together an 
guide them to share their emotional reactions. 


When you do counselling, uou have to remember certain do’s 
and dont’s. 


HOS: 


1. Make an honest effort to induce trust and confidence +-in the 
victim by your friendly approach and kind words. 


2. Be supportive, allow him to ventilate his problems. Give your 
time and listen to the victim with patience. 


3. Give information, clarify his doubts. Explain the relationshir 
between body and mind and how each one suffers when the other 
18 not well.’ Pell that as physical trauma causes pain, the 
mental trauma also causes pain in the body. 


4. Have belief in his abilities and allow him to take decisions. 


Make him to trust his own abilities to overcome the problems > 
and plan his future. 


Dont s:: 


1. Do not make value judgements. Do not Criticize the victim. 


2. Do not give blanket-assurances like 
will be alright’. 

x & Do not encourage dependancy in the victim. Do not tell that he 
1s sick and needs full rest. 

Do not be in a hurry to Give advices or to give 


regarding his immediate future, 
to him. 


5. When the victims repeat their complaints regarding physical 
Symptoms like headache, backache, painful limbs, weakness 
etc., and refuse to accept your explanation of their emotional 
origin, do not get upset. Do -not think that they are 
malingering to get more sympathy or benefits from others. 
Repeat that the mental trauma and severe emotions cause 
physical symptoms. 


‘Don’t worry, everything 


instructions 
thinking that you are superior 


DRUGS TO BE USED 


There is always a tendency on the part of our people to 
expect the doctors to give tablets, injections to relieve their 
suffering. The victims may expect ‘medicines’ to cure their . 
mental agony. Once ..a tablet or an injection is given, they 
expect magical relief and may not do anything to reduce or 
remove . the stress factor. As a doctor, you must understand the 
limitation of drugs like minor tranquilizers / anti-depressant 
drugs and placebo like vitamins which you may prescribe to these 


individuals. But these drugs are useful to bring initial relief. 
i If the victim is having symptoms of anxiety like fear, 
apprehension, palpitation, soneathing difficuitres, tremors, 


increase perspiration, sleep disturbances etc. you may prescribe 
one of these minor tranquilizers. 


eee eee ei ie ee em em es ss sss ee s- seses e e e 
- 


Drug Tablet Some trade names Daily dose 
1. Diazepam 5 mg. Valium, Calmpose, pate: 15° mgs 
: Dizecalm. | $e 
2. Nitrazepam 5 mg. Nitravet, Nitrosun, Seah ose. mg. 
Dormin. 

\3. Chlordiaze- 10 mg. Librium, Equibrom Po. kO> 30, mo. 
oxide. 

4. Lonaneean 1 or 2 mg. Larpose, Ativan eer 

5. Propranolol 10, 40 mg. Inderal, Beta es bee a al 

6. Alprozolam 0.25.0. 5270eee eos lc, Restyl, Alprax.0. 


a ee a ee 


} 4 

One of the above drug has to be given = an Pe 
weeks continuously. Do not ask the patient to cir without your 
necessary. fet bim not sigan. merit aes of 8 to 12 weeks. 
advice. Try to taper off the drug at the end ss Reduce the 
Common side effects are increased sleep, ee nei fan esuivd 
dose. If no improvement, review the case and ne oe Sale eae 
features. Refer the case to a psychiatrist 1f£ he is 


ike 
22 [ie victim te-havang symptoms of pike aol, "ae 
sadness, weeping spells, lack of interest ae ot: Pie 
activities, severe feelings of helplessness, hopelessn . 


wish, multiple vague and unexplainable bodily ee and peared: 
decreased sleep and appetite etc. you may prescribe one 
following anti-depressant drugs. 


SF Se en ee a a en open siemens stew) | mais aoe seenis. “is, kes’) ‘pens, Means’ ems ged ee ime ee cles 


— es, ee ee ese i ese ete 
ae ia ia ea i ae a ea ee 
=_-_— — 


1. Imipramine 25,75 mq. Depsonil,Depsol, Impranil.~'50-to 150 mg. 


sid be 

2. Amitrypt- 25,75 mg. Sarotena,Amitryn, Eliwel go eco -150 ngs 
aline Het: 

3. Tri Imipra- 25,75 mg. Surmontil 29) CO 150 mags 
mine. 

4. Doxepia 25,/5 mg. Spectra, Doxetar eee LSS maz 
Hee 

5. Trazalone 25,50 mg. Traze, Trazadon ss tO 100 mq. 

6. Fluvoxetine 200 mg. Fludawn/Flunat/Fludac 20 to 40 mg. 


eS See — ae eG = 2 . oo eS ok Sn 


A single night dose is preferred. Amitryptalene and 
Trlimipramine are sedatives also. If necessary, Diazepam or 
Nitrazepam 5 to 10 mg. may be prescribed for good sleep along 
with Imipramine Hcl or Doxepinvrci >< As anti-depressant drug may 


take *Oas gear eect days to act, patient may be told to expect 
improvement after 2 weeks. 


The common side effects of these drugs are dryness of 
mouth, blurring of vision, constipation. Ask them to take more 
Tluidsy leafy vegetables or plantains to reduce these side ef- 
fects which are Cemporary in nature. Rarely retention of urine 
May occur, when you have to Stop the drug. It is essential to 
inform the patients about these side effects So that they do not 
Stop or reduce the drug by themselves. 


“ ei there are psychotic symptoms like hallucinations, 
elusions, bizarre talk and behaviour, severe restlessness and 


> ie behaviour, you may have to use major tranquilizers 

ike 

Drug Tablet Trade names Daily dose 

Chlorpromazine 50,100 mg. Tranchlor,Largactil, 200 to 600mg. 
Sunprazine, Megatil 

Trifluoperazine 5 mg. T. Fs Pay eEspazine 10. t94202:mg. 

Haloperidol 57 4 OMG: Serenace, Halidol 5.60, 202mg. 


Depidol, Larnase. 


ee eee eee eae ae ai a i aie ei see i ee ae ae sass esses aes cacsrccsraer aes ceeee e 


The common side effects are rigidity, tremors, drooling of 
Saliva, dryness of mouth, giddiness, excess sleep etc. You may 
prescribe anti-parkinsonian drug like Trihexiphenidyl Hcl 
(Pacitane) 2 to 6 mg. a day to reduce rigidity, tremors. Give 
major portion of the drug at bedtime: Some people may develop 
severe side effects like dystonia (sudden contractions of the 
muscles leading to turning of the neck to one side, eye balls 
rolling up. Give Promethazine (Phenergan) 50 mg. IM or Diazepam 
10 mg. IM. to remove these side effects. Refer the patient to a 
psychiatrist for further management. 


OTHER APPROACHES : 

Management of persons with mental health problems can be 
considered complete only when they are helped successfully rfre- 
adjust to their family, occupation and society. 


1. Activity Therapy: The proverb ‘An role. mind--. 1S, =a devil's 
workshop’ emphasizes the importance of activity in one’s LES em 
The person has to be encouraged to get himself involved in var- 
jous activities. This will divert his attention from the health 
and other problems. He will complain less as he gets pre- 


occupied with such activities like 


‘a) Physical: doing some work, helping others, construction. or 
cleaning work, exercise, games. 


b) Mental: Making plans for the future, assess. the losses, 
identify the assets, gaining control over emotions, sorting 
out guilt, helplessness and other negative experiences, 
developing confidence by helping others, _ engaging 4 in 
religions activities like prayer, puja, visiting temples, 
mosques, churches. 


c) Social: Meeting friends, relatives, known gine 
part in group activities, organizing — 7 Present 
activities in the village, organizing socia g Pp 
sharing experiences. 


d) Healthy recreation: Engaging in singing are nie a 
reading, listening to music, taking part in playing 
children or other indoor games. 


2) Rehabilitation: Rebuilding of the activities like physical, 
mental , social and cultural (including religious) which pe pre 
the individuals to re-establish their place in the society very 

functioning as useful and productive members as far as amend 
are the objectives of rehabilitation. The individuals whose : ty 
and / or mind damaged, are to be encouraged to regain their 
skills or learn new skills to adapt to the needs of day to aay 
life including earning one's livelihood. In the process of 
rehabilitation, as a doctor, you have to make the individual and 
his family to understand their potentialities. You have to guide 
them to seek appropriate help from those volunteers and agencies 
who are there to help them. 


Management of Alcohol abuse; 


In every adult patient, ask whether he takes drinks; if so how 
much and how often.Look for features of abuse like ; 


i) increasing the dose of consumption 

ii) frequently getting intoxicated 

iii) day time drinking 

iv) unability to cut down\ stop taking alcohol 

Vv) psychological and physical withdrawal symptoms 

vi) health problems like ulcer, jaundice, deficiency states 


like angular stomatitis, peripheral neuropathy, memory 
deficits 


vii) decreased social functioning 
If there are features of dependency; 
Do detoxification and counselling to remain abstinent 
If there are only features of abuse 
Supplement vitamin B, and Multivitamins and counsel for 
abstinence. 


Bring social ana group pressure against drinking alcohol. 
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DISASTER INTERVENTION MATERIAL - V 
NATURAL COPING MECHANISMS 


Every person has some inbuilt ability to face and manage any stress, 
however distressing it is. When people have to face either man made or natura) 
disaster, a few of therm may use some of these inbuilt coping skills and 
successfully manage the stress. These coping skills may be based on religious, 
cultural or any other traditional beliefs and experiences. A few of them may look 
logical and scientific but some may look illogical and un-scientific. If they serve 
the purpose of mitigating the misery and suffering of the individuals, they should 
be recognised and improved upon so that they may be used later by other people 
in the management of disasters. These coping mechanisms may be related to their 
attitudes or behaviours. A few examples, which were observed are given below. 


1. Giving the status of God to the dead person and worshiping him/her along with 
the pictures of Gods and Goddesses. Some of the parents of the children who 
died in fire accident, Bangalore, kept the photos of the children in the Puja room 
and worshipped. 


2. Renaming the second wife with the name of the first wife: The widower when he 
got married again, gave the name of the dead wife to the newly married second 
vite. This was either suggested by the family members or was accepted by every 
one when it was done by the husband. 


3. Narning the new born child with the name of the child who died in the disaster. 
Parents and other believed that dead child had taken birth again and should be 
given the same name. 


4. Naming the new born with the name of the family member who died in the 
disaster. 
All the above were seen in Lattur. 


5. Stop eating the food item which was very much liked by the dead person. In 
many families, it was noticed that they had stopped either preparation or bringing 
the particular food item to the house. 


6: Giving donations in the name of the dead person for religious or social service 


7. Attributing all good and ideal qualities to the dead person and believing that 
God had decided to give that person a place in His place. The disaster and the 
death helped in this process. Thus the death should be rejoiced. | 


8. Accepting the death/loss as Gnevitable event’ as decided by God. 
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MENTAL HEALTH NEEDS OF POPULATION OF KASHMIR 


R. SRINIVASA MURTHY 
Professor of Psychiatry 
National Institute of Mental Health & 
Neuro Sciences 
P.B.No. 2900 
Bangalore - 560 029. 


India. 
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The need of the population arises from the uncertain and 
threatening situation which changes from day to day with associ- 
ated decreased feelings of security and mental tension. The 
stress arises from the lack of control of day to day activities 
and lack of predictability and inability of the individuals to 
take or initiate action at their own level, i.e., it is beyond 
the normal coping capacity of individuals and families. 


The MENTAL HEALTH REACTIONS could be seen at - 


1. Decreased level of comfort and feelings of mental tension. 

2. Increased disharmony in the family-.and marital life. 

3. Increase in physical and emotional illnesses leading to 
increased medical help seeking.4. Behaviour problems to cope 
with the mental tension which could range from acting out 
behaviour, use of alcohol, excessive 
religiosity, rebellion suicidal behaviour, etc. 

5. Psychiatric problems - Anxiety, depression, PTSD. 


In view of these the mental health initiatives have to be 
organised at many levels. The levels where intervention should be 
thought of would be - 


Individuals - children and adults 

Family level 

At the level of Schools 

At the level of Health Facilities 

At the level of Community 

At the level of the larger state Administration. 


NUPWNH 


1.Individual: At the level of the individuals, the most important 
information that needs to be communicated is to help the people- 
accept that they are in a stressful situation and this 1s likely 
to have an effect on their physical health, general behaviour as 
well as mental health. In addition, they would need to know the 
common symptoms like sleep disturbance, poor appetite, irritabil- 
ity, decreased interest, inability to enjoy etc., as a reaction 
to the stress situation. They also should be provided | informa- 
tion when they should consider the symptoms as Significant re- 
guiring professional help. In addition, they should be given 
skills to practice relaxation, increase social network and sup - 

orts as well as understand their emotional reactions. All this 


could be done through the organisation of 


(1) Gistritaeaom- OF information sheets, 

ida) Crete aeetac cee: Ue for expression of 
(iv) creating an atnosphere where it is normal and natural to 
(v) fiend ae Sa availability and preventing rumours. 


their distress, 


2. Family It is very important that the eee. ate 
al support is provided at the level of the family. Co gee 
for each family members to experience the i.reaeiey 

Sharing with each other or supporting each other. 

The most important effort should be - 


(1) to increase family communication, 
(ii) sharing of feelings, and | eis 
i1i1)developing family level response to the various uncertainties 


i holding small 
This again can be done by information leaflets, ; 
homogeneous local level family group discussions and encouraging 
self-help groups. 


3. Schools: At the level of the schools the intervention is much 
more easy as children are available in an accessible manner. Here 
the effort would be to provide opportunity for the children to 
understand the conflict situation and also express their emotions 
through drawings, play and group activities. The teachers can 
make available specific time for children to share their feelings 
and fears. In addition they can also be given specific informa- 
tion to protect themselves as well as communicate with their 


family members. Teachers need specific training to undertake 
these activecies. 
aotee activities 


4. Health facilities: It ig universally known that in conflict 
Situations medical people see people experiencing distress much 


more than any other groups. The role of the health workers and 
doctors would be to - 


(1) recognise the psychological nature of some of the complaints; 

(2) provide the opportunities for patients to talk about their 
fears and experiences; 

(3) use psychological methods to support people in distress; 

(4) use medicines specifically and only in appropriate situations 
rather than as placebos or non-specific treatments; 


(5) identify early psychiatric problems and provide care at their 
own level or refer them to specialists. 


2G eae very important for the doctors to recognise that all the 
patients have a component of the conflict Situation influencing 
the presentation as well as the course of all illnesses. 


5S. Care providers: The care providers in the conflict situation 
experience intense emotions and often have Specific emotional 
needs. They should also be provided emotional Support on a 
planned manner by the mental health professionals. 


6. Community: At the community level, the major challenge is to 
rebuild the feeling of community on the basis of mutual trust, 
sharing and Supporting. This action is best done in homogeneous 
groups involving people, who have common backgrounds and -pre- 
existing ways of solving problems. These groups should meet 
regularly and provide mutual information, support, as well as 
take up issues which needs to be addressed at the level of admin- 
istration. The overall effort would be to decrease the feeling of 
helplessness and isolation and not being part of the larger 
social situation. Depending on the group, measures of increasing 
self esteem through religious prayers, group activities like 


‘Bhajans’, . celebrations, constructive work could also be under- 
taken. 


7. Specialist services: Specialised psychiatric sérvices for 
those experiencing bereavement, physical harm, terrorism, hostage 
and related experiences should be available within the state. 


8. Administration: The challenge for the administration is both 
to meet with the realities of conflict as well as support the 
people going through it. The biggest need in this is for trans- 
parency of the activities and continuous information sharing. 
This should be done through all available means of communication 
(written media, radio, TV, traditional forms of communication). 
This information should be not only to reassure, but also to help 
the population take reasonable steps to protect themselves and 
contribute to the general wellbeing of the community. The more 


the administration makes people Parcvor tne total efron the 


léss will be the hostility as well as feeling of isolation. This 
would also decrease the spread of rumours. 


Conclusion: 


The situation in Kashmir offers challenges at various eae 
els. It is possible to minimise the distress and pamaiieere o 
using the above measures. What 1s required is for : a 
leaders to take up these initiatives and convert them in fe) - pee 
— Sm ganes ane a Le ne etecsionsls would be 
‘the people. The role of the menta 
fe give technical skills to support the above eae aon = 
train the key trainers on the principles of: resp g 


crisis. 


Action Points: 


ane 


ao 


i Si 


se Fe 


Assessment of needs - by mental health professionals visit to 
Kashmir and meeting with different sections of the population 


Screening of people seeking medical care for emotional 
problems. 


Meeting with school teachers 

Development of information leaflets on emotional aspects of 
conflict situation aimed at individuals and family and dis- 
tribution to the total population. 


Training for medical personnel (Doctors and health workers) 
on disaster mental health care. 


Training for school teachers 


Training for key NGO staff working with the population on 
mental health. 


Orientation and sensitisation of the administrators 


Increasing the availability of mental health professionals in 
the state. 


Making available facilities for groups, family to meet and 
Share experiences in public buildings and with support of 
administration. . 


Information sharing through mass media 


Documentation and periodic review by an Avisory group of 


_mental health professionals, planners and people. 
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MENTAL HEALTH CARE FOR THE CHILDREN AND FAMILIES AFFECTED 
BY THE DELHI BUS TRAGEDY. 


R. Srinivasa Murthy 
Professor of Psychiatry 
NIMHANS, Bangalore. 


Psychological consequences following an experience of Disas- 
ter is wellknown and recognised as an important area for inter- 
vention (WHO, 1993). The evidence shows that, all people exposed 
to a disaster experience varying degrees of psychological dis- 
tress. The distress is more in 


- those with greater degree of exposure of trauma, 

- women, 

- young and old, 

- those with other life events added to the experience during 
the recovery period, 

- those with associated physical, social problems 

- those without intervention and support. 

WHO (1992) document : Psychosocial consequences of disaster- 

prevention and management" (WHO/MNH/PSF/91.3 Rev.1) comprehen - 

Sively presents the evidence in this area. 


In the context of the Delhi school Bus tragedy, Interventions 
should be directed to 


(1) The total population of the school and family members, 


collectively and individually, to understand the experience of 
the disaster and share the feelings of loss and readjustment - 
the use of group work and local traditions and methods of relaxa- 
tion are most important and appropriate for this process. 


(ii) Families with the loss of a family member - this work in 


the first phase requires grief therapy and family level interven- 
tion for accepting the loss - this is best carried out by local 
staff with cultural sensitivity and with support from the specia- 
lised mental health professionals. The experience of Bangalore 
circus tragedy (1981) is relevant for this area of work. (copy 


enclosed) 


ivid ic injuri difficulties 
iii Individuals with Losses - physical injuries, 
SE esse to school etc. This again should be both by an 
individual level support and group work along with sharing meth- 
ods of relaxation and other coping methods; 


7 : tandin 
Awe: Chi tare eee... of ee 
of the disaster, their fears and accept the aa this seen 
classmates - teachers are the best resource 


Bron: 


‘ aoe needs 
(v) General medical care personnel to be sensitive to the 


of the disaster affected population. Medical Se 
place where people with psychological hela + ne ae 
sleeplessness, anxiety, palpitations, apathy, oe 4a eae 
etc.) go for help. Lbs well documented that : 
affected population seek medical help more than usua 


The health workers in the community, the medical officers 7 
the primary health centres, hospitals and general eee 
should be reoriented to be sensitive to the emotional i faa 
help seekers and have the skills of listening and psychologica 
Support. . 


(vi) Relief workers working with affected population poe 
officers, volunteers etc.) also experience significant emotiona 
distress . This group is most often neglected and ee needs oe 
important to be recognised and met. This can prevent ‘burn-out’. 


PLAN OF ACTION 


The following steps should be taken to meet the emotional 
needs of the population involved in the school bus tragedy. 


(1) Public information about the normal psychological processes 
that people experience following a disaster - this can focus on 
the normal processes, development of symptoms, methods of relaxa- 


tion, where to seek help etc. This can be in the form of a 
information sheet. 


(ii) Recognition of the needs of families with a loss: of a 
£ 


amily members: 


All the families of this group should be provided, at least 
6-12 months of emotional support in a planned manner by community 
level workers (health visitors, social workers, volunteers) with 
training in mental health skills. Usually one worker for about 


20 families is required for this activity. (see Bangalore circus 
tragedy work). 


Care ‘for these tamilies Should be provided as a ‘RIGHT’ 
rather than waiting for them seek hed pve se Significant proportion 
of disaster populations do not seek help on their own. 


(iii) Training for teachers to use psychological methods with 
the school children. The use of painting, drawing, group games 


and listening are important. In addition, they need to know the 
recognition of serious problems requiring professional help. 


(iv) Trainin of rimary health care ersonnel in emotional 
needs of the disaster population. This should include health 
workers, PHC doctors, hospital doctors and general practitioners. 


(v) Core Mental Health Team available regularly at key centres 
Or on a periodic basis to carry out the training of the above 
groups, support to them from time to time and for specialised 
interventions. 


The above plan of action should be ACTUALISED by taking 
tnto ther picture) ‘the actual°REALITIES and the available RE- 


SOURCES and fully supported with funds, facilities, and profes- 
Sional support. 


Lastly, it is important to recognise that what we do and how 
we care for those who have survived the disaster Wits “Gamake: a 
difference to them for the immediate and —long-termidsate. 
a a I Sa le ee el Seelam Bis ee 


ACTION POINTS: 


1. Identification of a core mental health team to work with the 
school. 


2. Preparation of an information leaflet for all children and 
families. 


3. Meeting with teachers and training teachers for providing 
emotional support to children. 


4. Meeting with parents and providing emotional support to them 
in groups and individual. 


5. Psychological support to (i) bereaved families, ii injured and 
survived children. 


6. Training for medical officers. 


References: 
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Oxfam’s 
INDIA DISASTERS REPORT 


A brief note 


A disaster occurs somewhere in the world almost everyday. World Health Organisation (WHO) defines disaster 
as “any occurrence that causes damage, economic destruction, loss of human life and deterioration in health and 
health services on a scale sufficient to warrant an extraordinary response from outside the affected community or 
area." These disasters could be natural or human-made. The progress and significant advances in health, social 
and economic development has been repeatedly interrupted by natural disasters such as flood, drought and 
earthquake and human -made ones like riots, conflicts , industrial accidents and environmental fall-outs. 


In the case of India, natural disasters, take a heavy toll frequently. These disasters result in deaths, disabilities, 
injuries and diseases every year. They disrupt the life-supporting systems and add to the disease burden of the 
people. 


The record of natural disasters in the recent past shows that spasmodic, and half-hearted attempts at responding 
to disasters has only lead to confusion. And worse often further suffering of the disaster victim. For instance, the 
plight of the 1993 Maharashtra earthquake victims remains miserable after two-and-a-half years of haphazard 
rehabilitation programmes, spending millions of rupees. To buttress the point, the recent series of directions 
issued by the Bombay High Court while responding to a series of Public Interest Litigation has castigated the 
State government for failing to provide even basic amenities like shelter, drinking water (Supply) and primary 
health care. 


In India, the number of natural disasters per year is increasing. Consequently, the number of people affected has 
also increased. The four major forms of disasters, namely, droughts, floods, cyclones and earthquakes have 
caused extensive damage to lives and livelihood in recent years. 


Droughts: Extensive areas in India receive low and erratic rainfall and are subject to frequent failures of crop. An 
estimate revealed that about 68% of the country’s cultivable area is drought prone because of the erratic 
distribution of rainfall. The number of small and marginal farmers and agricultural labourers in drought prone 
areas is estimated to be 9 million households, constituting poorest segment of the rural population. The number 
of people living in drought prone areas is estimated to be about 200 million spread over 21 states. 


Floods: \ndia is the most flood affected country in the World after Bangladesh. India accounted for one-fifth of the 
global death count due to floods from the 1960s to 1980s. Over 30 million people were displaced annually. Annual 
flood damages increased to over 3000 crores in the early 1990s. The flood affected over 10 million hectares 
annually. The Centre for Science and Environment estimated that about one-fifth of the country’s land area was 
flood affected in the early 1990s. According to the Central Water Commission, the percentage of crop area 
affected by floods has risen from 29% in 1950s to 51% in 1980s. The five most flood prone states are Uttar 
Pradesh, Bihar, West Bengal, Assam and Orissa. But of late floods have begun to be 


j j ial disasters which 
serious in Andhra Pradesh, Rajasthan, Haryana and Gujarat. Floods are socia 1 
affect the poor and the rich. One disaster makes the poor more vulnerable to the next and converts a mre 
a disaster process. The Government's flood control measures mainly consist of dams and peal - oo 
400 km of embankments have been built annually since 1950s. In all 256 large dams have been constru y 


1986 and over 154 more are under construction.. 


y' j i ich j d to the hazards of tropical cyclones arising in 
ones: India has a long coastal line of 5700 kms which is expose | ! 
oes of Bengal and Trabien Sea. On an average 2 to 3 out of 6 tropical peck the in ashen forte 
i i ins, high tides and associat ooding whi ; 
Cyclones are characterised by winds, torrential rains, eS swromsgees ah 
i the recent years, the cyclone of 1 was 
damage in the coastal areas. Of all the cyclones in : er nace 
j lives varies from a few thousands to hundred thou \ Q 
the worst. The approximate estimate of the loss of : me 
i f Andhra Pradesh and Orissa are continuously y 
h loss of 30,000 acres of paddy crops. The coastal areas 0 | ; 
Siclines causing waerread loss of property and crops, accompanied by immense suffering to the people. 


Earthquakes: The country has about 50-60% of its total area vulnerable to seismic activities of varying intensities. 
| 7 


ides Andaman and 
The vulnerable areas are located essentially in the Himalayan regions of the ge deapeecey pres 
Nicobar Islands. The 1993 earthquake in Marathwada has sg THA semenier 1903 eartheuiake in 
, ; : a 
s of high intensity. The October 1991 earthquake in Pa 
veoh ce ined widespread destruction to houses and property, besides death of over 10,000 p 


; en 
In case of human-made disasters such as communal riots and ape ie: | sedidenal apt Ips 
blems as law an 
different. The stress has always been to tackle these pro ‘nq conflicts in the modi 
i Bombay riots and the ongoing 
measures. For example, those who suffered in the 1993 ds from flash points 
: | lives. The emerging trends fr mm 
stern states of India have yet to be brought back to their norma : d vilian 
ike Somalia, Rwanda and Bosnia demonstrate the need to give importance to et edeamacn and Ci 
peace keeping. Industrial disasters like Bhopal, train and road accidents which punctuate new 
often should be eye-openers to the Government. 


Disaster Management System in the Country 


The country has an integrated administrative machinery for natural disaster management. Pon, pbs seey chai 
relief and disaster mitigation should underline development programmes in order to achieve oe a ae bos 
The functional expertise of line departments and quick response system through designation of noda aaa. 
points are the cornerstones of the administrative arrangements for responding to natural morgrce" aoe oe 
responsibility for undertaking rescue, relief and rehabilitation measures in the event of natural disasters : ; a e 
the State Government concerned. The role of Central Government is Supportive in terms of supplemen ation 
physical and financial resources and complementary measures in sectors like transport, warning and yids io 
movement of food grains. The Department of Agriculture and Co-operation (DAC) is the nodal departmen , 
Government of India. A Nationa! Contingency Action Plan (CAP) has been notified by DAC; it facilitates the 
launching of relief operations without delay. This is updated every year. CAP identifies the initiatives required to 
be taken by various central ministries/departments in the wake of natural calamities, sets down the 


procedure and determines the focal points in administrative machinery. The State Governments have their relief 
manuals/codes which lay down the procedures and powers for emergency management and provision. 


The non-governmental organisations (NGOs) played an important role in disaster management. Typically, the 
small and localised NGOs were involved in rescue and relief operations. A few often worked with larger NGOs in 
reconstruction and rehabilitation work. Most of the larger Indian NGOs, which are not located in the disaster prone 
areas, withdraw after the initial phases of relief and reconstruction, while only a few prolong their presence in the 
areas of restarting some developmental activities. Government support is also restricted to relief and 
rehabilitation. Only a few external agencies Stay back in the disaster prone areas for disaster mitigation, long- 
term development of the people of the area. Otherwise, most responses have primarily remained in the form of 
relief. The form and content of disaster aid from NGOs mostly adhered to relief approach. Within the relief 


approach, the NGOs promoted community involvement. Specifically, some of the positive activities undertaken 
by NGOs involved: 


* a more co-ordinated and just distribution of relief materials 

e facilitating greater involvement of community in organisation and administration 
of relief and rehabilitation 

* an increased disaster preparedness input 


The role of community in disaster management is very important. Often, community organised itself to effectively 
deai with rescue and relief work. } 


Internationally there is a growing awareness about the importance of scientific disaster management. 
International organisations show a keen interest in addressing issues related to it. The United Nations has 


declared the 1990s as the International Decade for Natural Disaster Reduction. Several of the member countries 
have already taken up measures in this direction. 


In this scenario, there is an urgent need to motivate and facilitate State and Central Governments to take up the 
issue of disaster preparedness and management more seriously. Lack of proper scientific information is often 
available resources get diverted towards organising relief. 


In this situation, Oxfam is proposing to bring out an annual documentation on disasters 
in India, called India Disasters Report (IDR). 


1. THE OBJECTIVES OF IDR ARE TO: 
SEL IVES OF TOR ARE TO: 


% Document disasters - natural and human made - occurring in various parts of the country; the documentation 
will cover the following aspects: 


Nature - type of natural or human made disaster 
Extent - Geographical spread of impact zone 
Intensity - Extent of human and animal lives lost; damage to property, crop and others 


2. Document extent and adequacy of rescue and relief response by various agents - government departments, 
army, NGOs and CBOs, community, International donors (bilateral and multilateral), and others; 


3. Document extent and adequacy of resettlement and rehabilitation measures for the affected population and 
region; 


4. Document how and to what extent to which gender and equity issues were addressed (vulnerable groups 
were taken care) in relief and rehabilitation phase: 


5. Identify Government Orders (GOs)/policies/provisions enabling implementation of relief and rehabilitation in 
disaster situations in various parts of the country; 


6. Assess adequacy of the GOs/policies/provisions in effectively preparing government departments, Army, 
NGOs and CBOs and community, international donor agencies and others in facilitating their effective and 
timely involvement in rescue and relief operations; 


7. Identify issues affecting development of holistic disaster preparedness and response measures and suggest 
ways of overcoming the impediments: 


2.CONTENT OF THE REPORT 


It will contain a synopsis of all the disasters covering all aspects identified in the objectives specified above . 
Detailed study of ten major disasters and a brief explanation on ali other disasters. 


It will also contain brief notes on a few major disasters in South Asia Region. 
Ten disasters in detail will be distributed on various types of disasters. like natural, human made (including refugee 


movements) , industrial, health (like epidemics). It will be selected to give representation to almost all regions- 
south, north, west, east and far-east/ north-east 


The IDR will have : 


A ) 12 major chapters ( Length - 8000 to 10000 words ) , with the possible contributors are as follows 


Earthquakes - Ravi Chopra 


‘ 

2. Floods - Dunu Roy 

3. Cyclones - Prakash 

4. Droughts - Sainath.P. 

5. Epidemics - Community Health Cell 

6. Communal riots - Asgar Ali Engineer 

7. Ethnic Conflicts - Sanjoy Hazarika 

8. Refugee situations - Unnikrishnan 

g. Fire - $.K.Dheri 

10. Industrial disasters - Meenkshi Nath 

11. Policy disasters - L.C.Jain ( to be confirmed ) 
12. Introductory chapter - Parasuraman & Unnikrishnan 


B) 50 papers & box items ( Length - 2000 to 3000 words) 


These box items are on some other types of disasters and various issues involved in ‘peepee. 
papers are being contributed by some of the well known experts Some of these papers an 


are as follows : 


Railway accidents 
Road accidents 

Relief manual and the need to update it 

Use of modern technology to intrepret and forecast disasters 

A rational disaster response ( management ) policy 

Profile of NGOs and Donor agencies involved in disaster response 

How media reports disasters- need for sensitivity 

How disaster related issues figure in parliament debates 

9. Saga of partition refugees : 

10. Civilian intervention in disaster situations 

11. Festival related disasters 

12. Pilgrimage related disasters 

13. Food security 

14. Health related disasters ( Those caused by dangerous drugs, pesticides, tobacco , alcohol etc.) 
15. A code of conduct for disaster response 

16. Gender and equity issues in disasters 

17. Health issues in disasters 

18. Mental health aspects in disasters 

19. Climate change 

20. Financing disasters response- the Indian experience 


Poe oe ON 


C) Papers ( Length - 3000 to 5000 words ) from neighbouring countries: 


There will be a paper each from India’s neighbouring countries , namely, Bangladesh, Nepal, Pakistar 
Srilanka and Afganisthan. These chapters are written by experts or specialists from respectiv 
countries. 


3. THE PROJECT TEAM 


The chapters and papers are being contributed by well known experts , researchers , developmer 
journalists and government officials. 


It will be co-ordinated and edited by Dr.Parasuraman.S (Oxfam Representative -DND, Programme 
and Dr. Unnikrishnan.P.V. (Oxfam Fellow -Emergencies ) 


4. PUBLISHER : 


We will be approaching @ well known publisher like Oxford University Press or Sage. In case there i: 
any difficulty, this will be published as an in house publication by Oxfam. 


5. FOCUS OF THE REPORT 


Details of the event 


Response er Government, NGOs, Aid agencies, Community, Media, Academicians 
politicians, policy makers and others 


Innovative Approaches: 
in response 
partnership building among various agents dealing with r i 

venabitge g g escue, relief and 

investment including human resource and Capacity building 
Planning/assessment seminars, workshops conducted 
publications, books, training manuals (review) 
debates at the policy makers/ parliament level 


new laws/ court directions 


Collated data on: 
causality - loss of human and other lives; injuries; extent of damage to 
property, infrastructure and other moveable and immovable assets; 
expenditure on relief and rehabilitation; aid flow 
human resource involvement 
Directory of relevant persons 
Any spill over from the immediate neighbours 


6. EXECUTION OF THE REPORT 


There are a number of agencies undertaking documentation of disasters and responses. It is possible to link-up 
with all such agencies. All agencies responding to disasters produce reports; Reports of workshops and seminars 
on the disaster conducted by academic and research institutions and government will also be collected. We will 
use variety of sources to collect information on disasters and responses. Thus, we will 


e Keep track of the different types of disasters mentioned above through intensive scanning of print, electronic 
media, internet - NICNET and other sources; 

e Undertake field visits during the incident and follow-up visits; 
Collect documentation of responses by government, NGOs , Aid agencies, community, media and other 
constituencies 

e Get photo documentation by other agencies; 

e Research follow-up through interviews, parliament questions, seminar papers etc. 


7. USERS OF THE REPORT 


The Government - Central and state 
NGOs, CBOs and other groups 

Aid agencies (Both in India and abroad) 
Researchers / Academicians 

Policy makers 

Journalists 

Public 


8. BASIC REASON FOR BRINGING OUT IDR 


e This will be the one and only ready reference material on this issue. At this point of time we have none on the 
issue; 

* This will be the one and only compilation of all the events including its ‘review and evaluation’ of rescue, relief 
and rehabilitation aspects; . 

e this will stimulate the various target groups like govt., policy makers, NGOs, aid agencies to rethink and 
restructure their response towards a more pragmatic and pro-active manner; . 

e It will initiate/strengthen the debate on a disaster preparedness and response policy measures put in place at 
the State and Central government level; 

e The report will strongly advocate the formulation of a comprehensive disaster management policy and 
programme. While formulating such a_ policy, the need to involve academicians, Social Workers, 
environmentalists, health professionals, media, legal experts and representatives of | communities. 
Appropriate legislation could be initiated by the government at the central and state levels to ndrmcohe pe 
implementation of such a policy. Creating a situation that would compel Governments at State an Centra 
level to develop comprehensive policy on disaster preparedness and response and developing mechanisms to 
implement such a policy is the central 

e purpose of bringing out IDR. 


The report will illustrate that a disaster management programme should give equal importance . emai 
preparedness and it should essentially include other mass casualties such as epidemics and wer ae iF S. 
three-tier implementation programme may be suggested -- at the national, state and district ahr # oe 

suggest the formation of a " rapid rescue force" comprising medical professionals, rescue and relie ae . 
military personnel and civilian volunteers. They may be trained and kept ready for quick deployment In a 


vulnerable spots and places with repeated history of disasters. 


to detect spots sensitive and vulnerable to 


The report also may suggest the need to conduct a "risk audit" 
areness and preparedness among 


disasters. Such a risk audit report, if made public, will alert and increase aw 
people. 


to put efforts to ensure a scientific approach, to avoid panic 
rted by an active communication strategy through the mass 
crisis intervention and disaster 


Further, the report will strongly emphasise the need 
response. An effective early warning system suppo 
media need to be developed. For providing adequate human resources, 
management should be a part of the medical, social work and allied curricula. 


The role of people, especially the survivors of disasters, is of prime importance in any management programme. 
For they are the best to pick up the threads of lost life-line. What is 


needed is a collective initiative of the civil society with the local community as the hub of action. Community- 
based rehabilitation programmes and the concept of civilian peace making will be the prime concern of any 
evolving disaster management policy. This down to earth, grassroots approach will not only enable the local 
community to be self reliant and self confident, but also be the most resource effective in the long run. Of course, 
the effective co-ordination between the concerned government agencies, voluntary groups, the international 
community, professional groups and the affected community will determine the outcome of the disaster 
management programme. 


For successful implementation, the disaster-management policy requires a time-bound strategy. For instance, in 

the case of a disaster, say an earthquake, or a riot, immediate rescue and relief operation should be finished 

within a week's time. By the end of the first month, short-term rehabilitation should become a reality. The 

ern: se Nepean for the affected area and affected should take place within six months, to bring 
normal. 


9.TIME FRAME : 
a) Project Start: Second week of December 1996 
b) Release of the report: April / May, 1998 


10. METHOD OF RELEASE OF THE REPORT: 


Through a national meeting on disasters , probably involving government and NGO leaders 
or may be through press-meet. 


11. WHAT WILL BE THE FOLLOW UP? 


A similar exercise may be taken up for the next j 
; year. Instead of focusin it i 
South-Asia report. The details are being worked out. 0 Oooo ed 0: 


For more details and suggestions please contact : 


Dr. Parasuraman OR Dr. Unnikrishnan 
Co-Ordinators & Editors of IDR 

Oxfam ( India) Trust 

B - 3 Geethanjali Enclave 

New Delhi - 110 017 INDIA 


Phone: 011- 
Fax(PP) : 011- 618 6646 
E-mail —: oxindia@giasdl01.vgni.net.in OR unnikru@nda.vsni.net.in 
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